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PRELIMINARY 
Air Vice-Marshal John McIntyre, C.B., M.C., Olney. 
Honours 
145. The Council has pleasure in announcing that, since | D.B.LE, 
the publication of its Annual Report, honours have been | Constance Elizabeth D’Arcy, Sydney. 
conferred upon the following, to whom the congratulations 
of the Association have been sent. Knight Bachelor 
Professor Joseph Barcroft, C.B.E., M.A., F.R.S., 
O.M. | Cambridge. 


Sir Frederick Gowland Hopkins, P.R.S., Cambridge. 


G.B.E. 
Sir George Newman, K.C.B., Harrow Weald. 
KC .B. 


Lieut.-General James Andrew H: irtigan, C.M.G., D.S.O., 
K.H.P., Wimbledon. 
K.C.¥ 0: 
Lancelot Edward Barrington-Ward, London. 
A. James Walton, London. 


| Dr. GEORGE MELLIS DUNCAN. 


| 


Professor Arthur John Hall, Sheffield. 
Walter Burford Johnson, C.M.G., Lagos. 
Patrick Playfair Laidlaw, F.R.S., London. 


OBITUARY 


146. The following is a supplementary list of Members 
whose deaths the Association has to deplore: 
Secretary, Section of Pathology 
and Bacteriology, 1914. 
Dr. THomMAS ARTHUR Munro Forpe. 
Laryngology and Otology, 1899. 
of Surgery, 1923. 


Secretary, 
Vice-President, Section 
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Dr. James Lippert Forrest. Chairman, Secretary, and 
Kepresentative, West Norfolk Division. 

Dr. Tuomas Water Harropp GARSTANG. Vice-President of 
the Association. Member of Council. Chairman of Repre- 
sentative Meeting. Chairman, Public Health Committee. 
President, Lancashire and Cheshire Branch. Chairman, 
Secretary, and Representative, Mid-Cheshire Division. 
Secretary, Section of Public Medicine, 1902. Vice-Presi- 
dent, Section of State Mediciae, 1910. 

Dr. Joun Gay. Chairman, Wan isworth Division. 

Dr. Wactrer Gripper. Representative, Croydon Division. 

Dr. Joun ATHELSTAN Braxton Hicks. Secretary, Section of 
Bacteriology and Pathology, 1913. Vice-President, 
Section of Pathology and Bacteriology, 1925. 

Dr. Joun Witson Letrcu. Secretary, Section of Otology, 
1922. 

Dr. Hersert Peck. Member of Public Health Committee ; 
President, Midland Branch. Chairman and Representa- 
tive, Chestertield Division. 

Mr. FRANK Winson Ramsay, Member of Council. Member 
of Arrangements Committee. 

Sir Epwarp ALBERT SHARPEY-SCHAFER. Address in Physio- 
logy, 1895. President, Section of Anatomy and Physio- 
logy, 1883. President, Section of Physiology and Bio- 
chemistry, 1927. 

Dr Sack Noy Scorr. Member of Council. Secretary and 
Kepresentative, Plymouth Division. Secretary, Section of 
State Medicine, 1907. Vice-President, Section of Public 
Medicine, 1925 

Sir RicHarp Rawpon STAWELL. President-Elect, 1934-5. 
Member of Council. Vice-President, Victorian Branch. 
Vice-President, Section of Medicine, 1932 

Dr. JoHN FRANCIS WILKINSON, Representative, Victorian 
Branch. 


Dr. Wm. Turnbull Barrie, Dr. Frederick Bennetts, Dr. 
Edmund Ralph Branch, Dr. Ronald John Bruce, Dr. Robert 
Bryson, Dr. James Trelawny Cheves, Dr. Robert Clarke, Dr. 
Wm. Oscar Doyle, Dr. Edward Morgan Fannin, Mr. Thomas 
Jefferson Faulder, Dr. Wm. George Fee, Dr. Edward Barring- 
ton Ffennell, Dr. Andrew Aloysius Finnigan, Dr. Robert 
Horner Fletcher, Major Wm. Forrester, Mr. John Andrew 
Cairns Forsyth, Dr. James Cardwell Gardner, Dr. Wm. Smith 
Gibson, Dr. Michael Beresford Gunn, Dr. Reginald Janson 
Hanbury, Dr. George James Harris, Major Robert Hemphill, 
R.A.M.C., Dr. Percy James Henderson, Dr. Henry Milner 
Hughes, Dr. John Humphreys, Dr. Simon C. Joel, Dr. 
Christopher Archibald Johns, Colonel Walter Garvin King, 
Dr. John Mure Lauder, Dr. Richard Lloyd-Jones, Dr. Patrick 
Francis McEvedy, Dr. Robert Tweedie McGibbcn, Dr. Herbert 
Alpin McGregor, Dr. Alexander George Mancy, Dr. Wm. 
Henry Basil O'Neill, Dr. Wm. Stuart Orton, Dr. Arthur 
Charles Edward Parr, Sir Horace Henderson Pinching, Surg. 
Capt. Richard Frith Quinton, Surg. Capt. Sidney Roach, Dr. 
John Roberts, Dr. Thomas Stretton Robson, Dr. Charles 
Homan Givan Ross, Dr. Abdul Majid Shah, Dr. Joseph 
Shardlow, Dr. Peter Wm. Shaw, Dr. Robert Alexander Shaw, 
Dr. Wm. David Malcolm Sim, Dr. Robert Basil Stamford, 
Dr. James Prain Sturrock, Dr. Stella Bradlaugh Symes, Dr. 
Khys Tudor Thomas, Dr. David Herbert Trail, Dr. James 
Troup, Dr. Basil Temple Utley, Dr. Joseph Pethuel Walsh, 
Dr. Gilbert Bertram Warburton, Squadron Leader Robert 
~Watson, R.A.F.M.S., Dr. Frank Wm. Wesley, Dr. 
Alfred Williams, Dr. Ellen Maud Wood. 


ANNUAL MEETING, MELBOURNE, 19385—ELECTION 
OF PRESIDEN! 

147. The Council has to report with great regret the 
death of Sir Richard Stawell, K.B.E., M.D., D.P.H., 
of Melbourne, who was to have been President of the 
forthcoming Annual Meeting at Melbourne. To fill the 
vacancy thus created the Victorian Branch nominated 
Lieut.-Colonel Sir James W. Barrett. 

The Council recommends: 

Recommendation : That Sir James Barrett, K.B.E., 
(Melbourne), Deputy-Chancellor of Melbourne Univer- 
sity, and Consulting Surgeon to the Victorian Eve and 
Ear Hospital, be elected President of the Association, 
1935-6. 

Jupttee or H.M. Tue Kinc, May, 1935 

148. On behalf of the members of the Association a 

special message of congratulation was forwarded to 


H.M. The King (the Patron of the Association) on the 
occasion of the Royal Jubilee, May, 1935, in the form 
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of a Loyal Address. The full text of the Address was 
published in the Brilish Medical Journal of May 11th 
(p. $82), and the Home Secretary's acknowledgement 
of the Address appeared in the Journal of May 18th 
(p. 1013). 


REPRESENTATIVES ON OUTSIDE Boptes 
149. The following additional appointments of repre- 
sentatives have been made by the Council : —Governing 
Body of British Post-Graduate Medical School: Sir Henry 
Brackenbury ; Conjoint Committce of Epsom College and 
its Royal Medical Foundation: L. G. Glover. 


DELEGATES TO CONFERENCES OF OUTSIDE BoptEs 
150. The following further appointments have been 
made :—Tuberculosis Conference: W. G. Willoughby ; 
Smoke Abatement Conference: F. H. Bodman. 


MeEpIcaL EDUCATION 
151. The Council has reappointed the Medical Education 
Committee for the purpose of considering and reporting to 
the Representative Body on the Report of the Curriculum 
Committee of the General Medical Council to that Council, 


MEDICAL SECRETARIAT 

152. At the end of April, 1935, Dr. Robert Forbes, 
who joined the Medical Secretariat in 1930, and was pro- 
moted to Deputy Medical Secretary in October, 1932, left 
the service of the Association to take up the position of 
General Secretary of the Medical Defence Union rendered 
vacant by the death of Dr. James Neal. The Council 
records its appreciation of the loyal service given the 
Association by Dr. Forbes during his period of office. 

Dr. Charles Hill, who joined the staff as Assistant 
Medical Secretary on October Ist, 1982, has been 
appointed Deputy Medical Secretary, and Dr. Angus 
Macrae, who was appointed Assistant Medical Secretary 
by the Council in July last as from November Ist, 1935, 
commenced duty on May Ist. 


ORGANIZATION 
ORGANIZATION OF THE ASSOCIATION AND PROFESSION 
IN THE IRISH FREE STATE 
(Continuation of parva. 42 of Annual Report.) 


153. In consultation with the Combined Committee of 
the British Medical Association and Irish Medical Asso- 
ciation on Professional Organization in the Irish Free 
State, the Northern Ireland Branch, and the legal advisers, 
the Council has prepared a draft Memorandum of Asso- 
ciation, Articles and By-laws of, and draft Agreement 
with, the Irish Free State Medical Union (Irish Medical 
Association and British Medical Association), a body which 
it is hoped to form within the next six months, and whose 
constitution and formation would thus mean the fusion 
of the Irish Medical Association and the British Medical 
Association in the area of the Free State. Subject to the 
decisions of the Annual Representative and Extraordinary 
General Meetings of the British Medical Association in 
July, the Council proposes that the necessary further steps 
be taken with a view to incorporation of the group of 
Branches of the Association in the Irish Free State 
accordingly. 


“THe MepicaL PRACTITIONERS’ HANDBOOK ' 
(Continuation of para. 40 of Annual Report.) 


154. It is expected that the new edition of the Associa- 
tion’s Handbook for Recently Qualified Medical Practi- 
tioners will appear during the summer months. It will 
contain much information of value to medical practitioners 
of all seniorities, and be issued under the title The Medical 
Practitioners’ Handbook. The book will be placed on 


sale at 3s. 6d. per copy. 
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Local SUPPORT FOR THE ASSOCIATION'S Poticy: 
QUESTION OF LocaL EMPLOYMENT OF 
TRAINED ASSISTANCE 
155. The Council has considered the following Minute 


of the A-R.M., 1934: 

“ Min, 34.—Kesolved: That the following amendment by 
Brighton (Min. 33) be referre d to the Council for consideration 
and report: 

That (with reference to para. 49 of the Annual Report of 
Council) while recognizing the stimulating effect to the 
Divisions and Branches of the biennial visit from Head- 
quarters Staff, the Kepresentative Body is of opinion that 
better results will be obtained by gradually introducing as 
found desirable trained clerical assistance, by the aid of 
which the policy of the Association may be actively 
promulgated with a view to its being approved of and 
adopted by the profession and laity.’’ 


Para. 49 of the Annual Report of Council, 1933-4 
(B.M.J. Supplement, April 21st, 1934, p. 170), referred to 
by the Brighton Division, was in respect of the Council’s 
plan of a schedule of visits to the Divisions and Branches 
by the Medical Secretariat. In dealing in the first instance 
with the matter on behalf of the Council, the Organization 
Committee has conferred with representatives of the 
Brighton Division, which also kindly supplied memoranda 
on the subject. Aithough the above amendment referred 
only to clerical assistance, the memoranda raised a 
further question—namely, that of supplementary medical 
or other professional assistance. 

As regards clerical aid, there has been provision for 
this in respect of the work of the honorary secretaries 
of the Divisions and Branches ever since the reorganiza- 
tion of the Association in 1902—namely, by means of the 
grants made by the Council to the Branches and by the 
latter to the Divisions. Originally of possible maximum 
4s. a head, the amount of the primary grant—that is, the 
one to the Branch—has been increased to a_ possible 
maximum rate of 6s. a head, and there is also provision 
for supplementary grants. The actual (variable) grants 
made to the Branches and Divisions are on a generous 
basis (see Annual Handbook, p. 60), and the Council has 
every reason to believe that they have been found ade- 
quately to meet the reasonable needs of the local work 
of the Association, including, where such help is needed, 
clerical aid. Seldom or never in the history of the Asso- 
ciation has it occurred that a Division or Branch of the 
Association has been hampered in its work by want of the 
financial wherewithal. 

In its memoranda the Brighton Division suggested that, 
with a view to securing the approval and adoption of the 
Association's policies by the medical profession and the 
laity in the United Kingdom, there be placed at the 
disposal of grouped Divisions and Branches part-time or 
whole-time secretaries, whether doctors, solicitors, or other 
persons, with office accommodation ; that the area for each 
such group, the group’s relationship to other local medical 
bodies, and the terms and conditions of the secretary’s 
appointment, be founded on a scheme approved centrally 
and locally ; that the duties of these ‘‘ provincial,’’ or 
“ district,’ or ‘‘ areal’’ secretaries include getting into 
touch with local authorities, voluntary hospitals, and other 
organizations, and that under one such secretary with 
clerical staff and from one office all the medico-political 
interests of the profession of that area be looked after ; 
that the Association’s headquarters activities be to a very 
considerable extent closed down ; and that the greater 
part of the attention and activities of the central com- 
mittees and headquarters staff be transferred to helping 
these grouped Division and Branch areas, with (the 
Division suggested) great reduction of the Association's 
central, and great increase of its peripheral, expenditure. 

The Council appreciates the spirit which prompts this 
Suggestion, and the desire thus expressed to aid the 
promulgation and adoption of the Association's policy. 

The Council wishes to make quite clear the position of 
the Association in this connexion. The Association is a 
limited liability company, and an individual policy or 
‘decision '' of the Association is a resolution of the 
Representative Body, duly arrived at. Subject to certain 


Organization 
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legal limitations, the Council must act in accordance with 
these decisions. On the other hand, the Divisions and 
Branches are to a great extent autonomous. In the great 
majority of cases the Divisions and Branches loyally 
follow the lead given by the Representative Body. There 
have always been and always will be differences in the 
extent to which Divisions will try to carry out the decisions 
of the Association, but the Association’s history in this 
respect gives ample reason for satisfaction. 

To make as effective as possible the policy of the Asso- 
ciation, the local officers, executives, and Branch Councils 
do invaluable work, such as could not possibly be done 
under such a scheme as the Brighton Division suggests. 

While in sympathy with the desire of the Brighton 
Division further to aid the promulgation and adoption of 
the Association’s policy, the Council cannot at all accept 
the suggestion made by that Division that the head- 
quarters work of the Association ‘‘ should be to a great 
extent closed down.’’ An enormous part of the Associa- 
tion’s central work for the maintenance of the honour and 
interests of the profession consists of work of vital impor- 
tance to the profession and the public, both as a whole 
and in the various areas. 

It is also obvious to the Council that even if part of the 
expenditure under such a scheme as the Division proposed 
were (as the Division suggested) borne by other local 
medical bodies, the scheme would still involve the Asso- 
ciation in an expenditure far in excess of what it can 
afford. It may be conceded that if the Association 
possessed unlimited funds it might consider spending a 
considerable sum annually in providing grouped Divisions 
and Branches in selected areas with such “‘ areal ’’ secre- 
taries, lay staffs, and special office accommodation, but 
the already enormous work of the Asscciation for its 
members, collectively, sectionally, and individually, mort- 
gages to the full the Association’s income. The Council 
thus sees no possibility of the funds of the Association 
permitting the adoption of any such scheme as that 
suggested by the Brighton Division. 


MEDICO-POLITICAL 
THe Law anp Practice RELATING TO CORONERS’ INQUESTS 
(Continuation of para. 90 of Annual Report) 


156. The Council submits in Appendix V_ the state- - 


ment of evidence submitted by the Association to the 
Departmental Committee which is inquiring into the law 
and practice regarding coroners’ inquests. 

This statement of evidence includes, with the two 
exceptions indicated below, al! those sections of the Asso- 
ciation’s policy relating to Coroners’ Law (approved by 
the A.R.M., 1925) to which effect has not yet been given. 
The first exception relates to para. 15 of that policy, which 
suggested that the office of coroner should be made 
administrative, and be placed under the control of the 
Minister of Health. The Council has come to the con- 
clus‘on that this suggestion is impracticable. The second 
exception relates to para. 37, as to the necessity of the 
coroner viewing the body in all instances, and the Council 
considers that this is a matter upon which the coroner 
should be given discretion (see para. 13 of evidence). 
The Council suggests that both these paragraphs of the 
Association policy should be rescinded. 

In the preparation of the evidence the Counc'l gave 
consideration to representations made by a number of 
local units as to the employment, in post-mortem exam- 
inat‘ons, of the practitioner who was in attendance prior 
to the death. This is a question of importance, and the 
Council’s views upon the point are embodied in para. 14 
of the evidence. 

The Council recommends : 

Recommendation: That the following statements of 
Association policy on Coroners’ Law be rescinded : 

15. The otiice cf coroner should be made administrative 
and be placed under the control of the Minister of Health. 
The coroner’s duty would then be to make an administrative 
investigation of the cause of the death and his finding would 
be a simple report. On that finding the death would be 
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registered or the necessary criminal inquiry would be where a vacancy for such officer exists, the appointment P 
instituted by the police. The necessary connexion with | should either be advertised or the vacancy intimated a 
the ordinary judicial system could be preserved by making | direct to all the eligible practitioners in the neighboy 
the coroner ex officio a magistrate for the district in which | poog ? si 
he acts I 
37. The coroner should in all cases view the body. fi 
MepicaL EXAMINATION OF FEMALE EsTAaBLISHED THE THEORY, TECHNIQUE AND PRACTICE 
CiviL SERVANTS OF OSTEOPATHY t 
157. The Council has considered the following sugges- (Continuation of para. 99 of Annual Re port.) i 
tions made by the Postmaster-General regarding those eee e 
AD BILL FOR THE REGISTRATION AND REGULATION 
established female civil servants who will come under the a ee i v 
contemplated provisions of the Superannuation Bll now STEOPATHS ‘ 
7 a second reading to the 1 or the egistration and 0 
i ape ) suc yersons should | 
Post | Regulation of Osteopaths, and referred it to a Select Com- ] 
Offic mittee for consideration and report. On December 17th } 
2) Thet oh the House of Lords resolved to permit the appearance of ( 
Post Office r’s capitation list ' counsel before the Select Committee. The Committee met 
on twelve occasions, the first seven days of which were 
phe devoted to the case in support of the Bill. Counsel for ( 
litnit for the Post the Bill indicated in his opening speech that the principal 
Off di ch: f 10s argument of the supporters of the Bill was that the public 
19) That in was going in large numbers to osteopaths for treatment, 
the “10s paid and that therefore, whether osteopathy had a sound and 
: ‘ a Je ; FP : scientific basis or not, it was in the interests of the public a 
a oe ‘ae completion of the report form | 4, enable it to distinguish the osteopath who had received - 
of the type ind'cated, some training from the osteopath who had received none, s 
The Council has replied stating that on the first point | It was no part of his case, he said, that osteopathy was ! 
no objection is raised to the reference of the civil servants founded on scientific truth, and he submitted that the a 
to the Post Oftice medical officer or to some other medical , Committee was not concerned with this aspect. ; I 
otheer specially appointed for this purpose ; that on the In cross-examination of the witnesses for the Bill, the c 
second point it concurs with the proposal ; and that in | Association’s counsel, Sir William Jowitt, concentrated f 
regard to the third point it suggests that the fee should be upon certain clearly defined issues. He secured from the a 


principal witness for the osteopaths the admission that he I 
could not and did not ask for State registration of a body 
of practitioners without proof of the scientific basis of 


10s. 6d. in order to bring it into line with the rate at 
present paid for examinations of a similar nature on 
behalf of insurance companies. This suggestion has been 


accepted by the Post Office. their claims. His questions secured repeated statements I 
that osteopaths claim to treat by osteopathic methods all 
varieties of disease, acute and chronic ; that osteopathie ] 
ScaLe OF Fees oF Nationa Deposit FRIENDLY Society | theory of disease was in conflict with those of scientific f 
158. The National Deposit Friendly Society, without | medicine ; that osteopathic theory did not appear to give 1 
consulting the Association, reduced as follows the rates | a reasonable explanation of well-known diseases ; and 
of payments payable by the society to a practitioner who | that osteopathy in practice conflicted with osteopathy in i 
attended one of its members—-To: Fresh supply of medi- | theory, and that the osteopath uses not only osteopathic c 
cine for 4 days, a fee of 2s. ; From: Fresh supply of | methods, but those of the medical science that he t 
medicine for 2 days, a fee of Is. 6d, condemns. 
The Council protested to the society against this action, In opening the case for the Association Sir William 
and the soc’ety’s scale was subsequently discussed between | Jowitt pointed out that, although the purpose of the Bill 
representatives of the two bodies. It was suggested to | was to enable the public to distinguish the ‘* qualified ” 
the society that the following two new items should be | from the unqualified, it proposed to place 2,000 unqualified 
added to its scale of charges: persons on the Register. Of the 180 ‘* qualified "” persons 
Visit and medicine for four days, 5s. : that remained, ninety were ‘‘ old boys ’’ of the British 
Attendance at surgery and medicine for four days, 4s.; | School of Osteopathy, who, he ventured to suggest, were 
| not worthy of consideration. Of the remaining ninety 
and that if these were accepted by the Society the item | over half were American citizens. Was it proposed, he 
Fresh supply of medicine for four days, 2s.’’ would asked, to set up a State register—a step involving a change ¢ 
stand. . : P ; in the basis of English law—which would be the virtual 
The Council has now received the following letter monopoly of a group of American citizens? The meaning 
dated June 5th from the Socicty : of the word “ qualified ’’ was dealt with later in the 


evidence. 

Sir Henry Brackenbury, on behalf of the Association, 
dealt exhaustively and emphatically with the legal and 
administrative difficulties—and perhaps even chaos—that 
would result from the passage of the Bill. He described 
for four days, 4s.’ the non-sectarian nature of medical education, and the 
May I add that the delegates were influenced in their | freedom which medical practitioners enjoyed in adopting 
vote on this matter by the consideration of the great | any theory or method of treatment they desired. He 
increase in the cost of medical benefit during recent times.’’ | pointed out the difference between the English and 
American attitudes to State registration, showing that if 


““T regret to inform vou that the delegates assembled 
at the annual meeting of the Society declined to pass the 
amendments to rules submitted, which would have added 


two additional items to the scale providing for— 


‘Visit and medicine for four days, 5s. 
Attendance at surgery and medicine 


The Council draws the special attention of Divisions to - “al 4 
this late development in order that full consideration may | the original argument used by counsel for the Bill were : 
be given to the matter. | accepted, the State must logically proceed to give State f 
| registration to practitioners of other cults, proceeding then : 
to the full American position in which no one not on @ ‘ 
METHOD OF APPOINTMENT OF Post OFFICE | State register can practise the art of healing in any form. ( 
MEDICAL OFFICERS | He demonstrated with considerable effect what were likely ! 

159. The method of appointment of post office medical ; to be the administrative repercussions of a decision to 1 
officers has been considered by the Council, which is | create a second register of healers. The administration of 1 
making representations to the Postmaster-General that | the public health services, of the national health insurance, ; 
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and, indeed, of the Ministry of Health itself would be 


affected by such a decision. 

Dr. Menneil, while admitting the great value of manipu- 
lation and the failure until recently of the medical pro- 
fession to utilize it sufficiently, criticized vigorously osteo- 

athic theory. Sir Morton Smart, who practises almost 
exclusively in the field of manipulation, dealt effectively 
with the action of the osteopath in choosing a method of 
treatment of great value in selected cases, in giving it 
indiscriminate application to all conditions, with results 
excellent in some cases and tragic in others, and finally 
with attaching to this method of treatment a theory 
which is absurd and unsound. 

Sir Farquhar Buzzard and Professor Gask gave evidence 
on behalf of the universities and medical schools ; Mr. 
R. C. Elmslic, Mr. H. S. Souttar, Mr. H. Graham 
Hodgson and Sir Henry Dale on behalf of the Royal 
Colleges. Sir Norman Walker, Sir Arthur Robinson, and 
Mr. S. P. Vivian gave evidence on behalf of the General 
Medical Council, the Ministry of Health, and the Registrar- 
General’s Department respectively. 

Before the evidence against the Bill could be completed 
counsel for the promoter asked that the Bill be not pro- 
ceeded with. He gave as reasons, first, that the inquiry 
had taken a turn which his clients did not contemplate, 
and which involved decision on issues with which the 
Select Committee was not competent to deal, and 
secondly, that the replies of Sir Norman Walker and Sir 
Arthur Robinson to his questions led him to suppose that 
a scientific inquiry into the theory and practice of osteo- 
pathy was a possible development. Counsel for the Asso- 
ciation and the Royal Colleges emphasized that no prima 
facie case had been made out in favour of osteopaths, and 
asked that the Select Committee should confine itself to a 
recommendation to the House of Lords that the Bill be 
not proceeded with. 

The Select Committee thereupon adjourned, and _ its 
report is not yet available. 

The Council has tendered its thanks to Sir Henry 
Brackenbury, Dr. James Mennell, and Sir Morton Smart 
for appearing as witnesses on behalf of the Association 
before the Select Committee. 

The Council draws attention to the heavy expenditure 
incurred by the Association owing to the procedure laid 
down by the House of Lords requiring the Association 
to be legally represented before the Select Committee. 


PUBLIC HEALTH 
Reporr OF COMMITTEE ON IMMUNIZATION, INCLUDING 
VACCINATION 


(Continuation of para. 105 of Annual Report) 


161. The special committee set up to consider the 
questions of immunization and vaccination has now com- 
oleted its report (Appendix VI), which will be printed 
in pamphlet form after the Annual Representative 
Meeting. 

The Council recommends : 

Recommendation: That the Ministry of Health and 
local authorities be urged to secure the establishment 
of adequate machinery for the collection and storage of 
convalescent serum for use in prophylactic measures 


against measles. 


MarerNity SERVICES OF THE COUNTRY 

162. The recently issued report of the Joint Council of 
Midwifery contains a statement ‘‘ that there is no satis- 
factory alternative to the introduction of a municipal 
salaried whole-time midwives’ service in all areas not 
already adequately served by salaried midwives.’’ The 
Council of the Association is not convinced of the justi- 
fication for this statement, and the question of possible 
improvements in the maternity service of the country is 
to be considered, in conjunction with the report of the 
Joint Council of Midwifery. 


| Public Health 
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CO-ORDINATION OF PART-TIME POLICIES OF THE 
ASSOCIATION 
163. The various policies which have been adopted from 
time to time in regard to the remuneration of medical 
practitioners employed by local authorities on a_part- 
time basis are under consideration with a view to co- 
ordination. 


Fees ror AntE-NATAL EXAMINATIONS BY GENERAL 
PRACTITIONERS 

164. The Ministry of Health has indicated that it is 
unwilling to sanction the payment cf a fee in excess of 
5s. for ante-natal examinaticns, including report, in 
respect of women not entitled to medical benefit under 
the National Health Insurance Acts who have engaged 
a midwife. An opportunity is being sought to discuss 
this matter with the Ministry. 


PART-TIME MEpDICAL OFFICERS OF HEALTH 


165. Under the provisions of the Local Government 
Act, 1933, vacancies occurring in the post of medical 
officer of health must, with certain exceptions, be filled 
by medical practitioners not engaged in private practice. 
Several appointments have recently been made at salaries 
considerably less than Memorandum standards for whole- 
time officers, the appointees being debarred from engaging 
in private practice. 

The Council, considering this a dangerous practice 
which, if it extends, may undermine the standards of 
remuneration in urban and rural districts, is endeavouring 
to arrange for the position to be discussed with the 
Ministry of Health. 


Pusrtic HEALTH APPOINTMENTS 


166. During the year many local authorities, including 
twenty-five county and county borough councils, have, 
as a result of representations by the Association, agreed 
to apply the Askwith Memorandum: to their officers. 
From June 23rd, 1934, to June 15th, 1935, 367 appoint- 
ments under the memorandum of recommendations (and 
Scottish scale) as to salaries of whole-time public health 
medical officers were dealt with. In 345 of these instances 
the appropriate salary was either offered in the first 
instance or secured after negotiation. 


NATIONAL HEALTH INSURANCE 
Mepicat REecorps 


167. The Ministry of Health has agreed with the prin- 
ciple of establishing machinery which will allow of pre- 
liminary investigation by Panel Committees of cases of 
alleged improper keeping of records. 


INSURANCE CAPITATION FEE 
168. The Chancellor of the Exchequer, in the House of 
Commons on April 15th, announced the restoration as 
from July Ist, 1935, of the remaining half of the tem- 
porary deduction from the insurance capitation fee which 
has been in operation since October, 1931. 


Roap Trarric Act Fees aND NATIONAL HEALTH 
INSURANCE EMERGENCY FEES 

169. The Minister of Health has expressed the opinion 
that it would be equitable that an insurance practitioner 
should be entitled to retain fees paid under Section 16 
ot the Road Traffic Act in respect of emergency treat- 
ment afforded to insured persons injured in accidents in 
which motor vehicles were involved, whether or not such 
persons were on his insurance list. The necessary altera- 
tion of the national health insurance terms of service will 
be made so as to provide that the practitioner will not 
also be entitled to receive national health insurance 
emergency fees for such cases. 


ent | { 
ted | 
ur- i 
| 
4 
| 
| 
| 
ve 
id a 
n- | 
th 
of 
et 
or 
al 
ic 
t, a 
d 
ic 
d 
‘a? 
e ! 
d 
e 
e 
y 
f 
H 
| 
| 
| 


29 


274 JUNE 


— 


1935] 


UNEMPLOYED PREGNANT INSURED WOMEN 


170. The attention of the Association has been drawn 
to the position of hardship in which unemployed pregnant 
insured women are placed. Cases occur in which un- 
employed pregnant women fully insured under both the 
national health and unemployment insurance schemes 
have failed to obtain the cash benefit under either scheme 
during part of the term of pregnancy, although it would 
appear they were entitled to the benefit of one or the 
other. In cases not certifiable by insurance practitioners 
as incapable of work on account of pregnancy benefit 
under the unemployment insurance scheme has _ been 
refused on the ground that the women are pregnant. 

The Association has therefore intimated to the Minister 
of Health its approval of representations which have been 
made to the Ministry by an Insurance Committee urging 
that the Minister devise a scheme for obviating the hard- 
ship and worry under which this class of insured person 
is labouring. 


CONSULTANTS AND SPECIALISTS 


PART-TIME OR WHOLE-TIME CONSULTANT MEMBERS OF 
Councit Hospital STAFFS 

171. Arising out of the circumstances referred to in para. 
119 of the Annual Report and the resultant recommenda. 
tion concerning whole-time consultants of local authorities 
and domiciliary attendance, the Council has had under 
consideration the basic question of whether consultant 
medical officers of council hospitals should be part-time 
or whole-time officers. 

It is laid down in the Hospital Policy of the Association 
that the members of consulting staffs of council hospitals 
should be part-time. Para. 27 of that Policy provides 
that wherever large numbers of acute have to 
be dealt with there should be a part-time visiting staff 
of similar status and in similar numbers to those of the 
large voluntary hospitals. In para. 28 it is laid down 
that the medical staffing of council hospitals should be on 
the following alternative lines: 

1. A whole-time medical superintendent (resident) in 
full administrative control, responsible to the local 
authority, whose duties should be: 


cases 


(a) The general administration of the hospital. 

(b) The determination of the admission and 
charge of patients. 

(c) The supervision of the work of resident assistant 
medical officers, house-physicians, and house-surgeons. 

(d) In some circumstances, the responsible charge of 
some branches of professional service, the demands of 
which are not incompatible with his administrative 
duties. 


dis- 


2. A whole-time resident staff— 

(a) Senior with responsibility for various classes of 
patients according to the size of the institution. 

(b) Junior with responsibility similar to that of 


house-physicians and house-surgeons in the larger 

voluntary hospitals. 

3. A part-time consultant visiting staff whose duties 
should be (subject to the administrative control of the 


medical superintendent)— 

(a) In certain instances to have responsible charge 
of beds ; and also to be available for consultant service 
to all cases in the hospital at the request of the 
medical superintendent. 

(b) In other instances to be available for consultant 
services when required by the medical superintendent. 


4. Clinical assistants appointed from amongst the 
practitioners of the area. 
OR 
1. A medical superintendent whose duties and_ re- 


sponsibilities should be as defined in 1 above. 
2. A whole-time resident staff with responsibilities 
similar to that of house-physicians and house-surgeons 
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3. A part-time consultant visiting staff as defined 
in 3 above. 

4. A part-time general practitioner visiting staff (syp. 
ject to the administrative control of the medical superin. 
tendent) to have responsible charge of beds and clinics 

5. Clinical assistants appointed trom amongst the 
practitioners of the area. 


Although there are circumstances in which the employ. 
ment of whole-time officers for consultant and specialist 
work is justified, the Council is os the opinion that the 
part-time method of employment of consultant members 
of Council hospital staffs is preferable to the whole-time 
system, and it is evident from a general survey of pre. 
vailing conditions undertaken by the Council, that in the 
great majority of areas local authorities appreciate the 
value of part-time consultant service and are employing 
consultants on this basis in considerable numbers. The 
Council believes that the Representative Body should now 
be asked to express in a single resolution its view on the 
subject, and therefore it recommends: 

Recommendation: That it is in the general interest of 
medicine and of the public that consultant members of 
staffs of council hospitals should, as a rule, be part-time 
and not whole-time officers. 


REGIONAL MEETINGS 


172. The Council is arranging tor the annual meeting of 


the members of each region of the Consultants and 
Specialists Group to be held in November next, all 


possible secretarial work in connexion therewith being 
carried out from the central office. 


HOSPITALS 
PROVIDENT SCHEMES FOR MIDDLE-CLASS PERSONS 
(Continuation of parva. 125 of Annual Report) 

173. The A.R.M., 1934 (Min. 166), asked the Council to 
consider whether it would be possible to include in provi- 
dent schemes a definite and limited payment to general 
practitioners for treatment given by them, and_ the 
Council decided to refer this matter to the Provident 
Schemes Advisory Committee. The Council is advised: 

that the whole of 
model scheme it was 
on insurance for 
class—section of the community must 
actuarial foundation ; 

(ii) that there is little actuarial experience of any kind 
available, but it appears that provident schemes for 
specialist service given in institutions resi on a much more 
secure actuarial basis than can any scheme which endea- 
vours to make provision for general practitioner conditions 
treated in institutions ; and that the existing scheme is 
available for certain conditions which can be defined with 
fair accuracy ; and 

(iii) that in any provident scheme on an insurance basis 
which provides for payment in respect of conditions treated 
in an institution, and under which payments would be made 
in respect of those patients suffering from “‘ general practi- 
tioner conditions,’’ there would be the greatest difficulty 
in estimating the incidence of claims in respect of ‘‘ general 
practitioner conditions.”’ The admission of a_ patient 
suffering from a ‘‘ general practitioner condition "’ to an 
institution—which would entitle him to the benefits of such 
a scheme—would depend largely on the wishes of the patient 
and the general practitioner in attendance. Although this 
is inevitable and perfectly proper, it would make actuarial 
calculations practically impossible. 


the consideration of 
borne in mind that 
this—that is, middle- 
rest on sound 


throughout 
provident 


(i) 
the 


schemes basis 


174. Accordingly the Council has regretfully come to the 
conclusion that it has to assent to the view of the 
Advisory Committee that it is not practicable at present 
to take steps on the lines suggested in Min. 166 of 
the A.R.M. 

Since the A.R.M., 1934, approved the Notes on the 
Establishment and Development of Provident Associa- 
tions, a number of new provident schemes have been 
established and proposals for the establishment of similar 
schemes are under discussion in a number of areas. In 
view of this situation the Council has decided to convene 
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a conference of representatives of existing provident asso- 
ciations and other interested bodies to consider the estab- 
jishment of a permanent central body to co-ordinate the 


activities of local provident associations, 


TREATMENT AT OUT-PATIENT DEPARTMENTS OF VOLUNTARY 
Hosprrats oF AUTHORITY CASES 
175. The A.R.M., 1933 (Min. 135), adopted the following 
as the Association’s policy as to the treatment at volun- 
tary hospitals of patients for whom the local authority 
assumed financial responsibility : 

Where a voluntary hospital gives in-patient treatment to 
patients for whom the local authority accepts financial re- 
sponsibility, the members of the visiting medical staff of the 
voluntary hospital should be remunerated on the following 
basis: The local authority should pay to the hospital for 
general hospital service a maintenance cost of each patient 
which should not be less than the sum representing the cost 
of maintenance in the local authority’s own hospital for 
similar service, plus an addition of one-fourth in respect 
of medical services, and of the total sum so received 20 per 
cent. should be allocated by the voluntary hospital to the 
visiting medical staff. This should not apply to those cases 
where specific schedules of remuneration are laid down in 
the policy of the Association for special services. In com- 
puting the cost of maintenance in the local authority’s 
hospital no payment for medical services should be included; 


and the Council was instructed to consider whether a 
similar provision should be made for local authority cases 
dealt with at the out-patient departments of voluntary 
hospitals. The Council viewed the problem from the 
wider aspect of out-patient costs and payments generally. 
On information placed before it the Council came to the 
conclusion that out-patient costs of voluntary hospitals 
vary so greatly that charges by voluntary hospitals in 
respect of out-patient treatment of ‘‘ local authority ”’ 
cases will also vary widely. Further, the contribution of 
the hospital as compared with that of the members of the 
staff is proportionately less in the case of the out-patient 
than it is in the case of the in-patient. While the propor- 
tion of 20 per cent. would be inadequate, there are in- 
sufficient data to enable the Council at present to suggest 
an appropriate figure. The Council concluded that it was 
inadvisable at present to fix any definite proportion of 
the payment made by local authorities as being suitable 
for the medical services involved. 


SUPERANNUATION OF STAFFS OF COUNCIL AND VOLUNTARY 


176. The Lancet Commission on Nursing drew attention 
to the grave disadvantage to nurses and to institutions 
arising from the fact that the main schemes for super- 
arnuation affecting respectively voluntary and municipal 
hospitals are not linked. At present superannuation for 
nurses and other hospital officers employed in voluntary 
hospitals is provided by the Federated Superannuation 
Scheme introduced in 1928, whereas the superannuation 
of nursing and other hospital officers of council hospitals 
is provided for under various superannuation enactments 
affecting local authorities—chiefly the Local Government 
and Other Officers Superannuation Act, 1922. 

Under the Federated Superannuation Scheme, which is 
being widely applied, a nurse or other hospital officer may 
migrate from one voluntary hospital to another and carry 
forward her superannuation rights when the hospital to 
which the transfer is made is a participating institution. 
Where, however, the migration is to a council hospital, or 
vice versa, the superannuation rights are not transferable. 

The question concerns not only the nursing and lay 
staffs of hospitals, but also some medical _ practi- 
tioners (for example, medical superintendents of certain 
voluntary hospitals). The Council has expressed the 
opinion that it is desirable in order to promote the inter- 
changeability of hospital staffs (medical, nursing, and 
other) that such staffs should be entitled to carry super- 
annuation rights with them on transferring from the 
service of a voluntary to a council hospital, or vice versa, 
and appropriate steps are being taken to further this 
opinion. 


Hospitals 
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Votuntary Hospiracs (PayinG Patients) (H.L.) 


177. The Council has given consideration to this Bill, 
which was introduced into the House of Lords on behalf 
of the King Edward VII Hospital Fund for London and 
the British Hospitals Association, the object of which is 
to promote a uniform method of removing legal obstacles 
and anomalies in the provision in voluntary hospitals of 
pay-bed accommodation for persons of moderate means. 
Clause 2 (2) of the measure as originally introduced was 
in the following form: 

The committee of management (of the hospital) may 
charge such patients for accommodation, medical or 
surgical attendance, and treatment in accordance with such 
scale of charges as may be specified in any such order 
(that is, order to be made by the Charity Commissioners), 


and it appeared to the Council that this clause would 
have enabled the committee of management of a hospital, 
which applied for an Order under the Bill, to specify the 
fees chargeable by physicians or surgeons for treatment 
given by them to patients admitted to the pay beds. The 
Council was assured by the promoters of the Bill that the 
object of the clause was to exclude the control of such 
fees, and to empower the committee of management of the 
hospital under any order which might be made by the 
Charity Commissioners to charge patients for accommoda- 
tion and maintenance, including such medical and surgical 
treatment as is given by the resident medical staff of the 
hospital. The Council is glad to report that Clause 2 (2) 
has been amended to read: 

‘““The committee of management may charge such 
patients for accommodation and maintenance (including such 
medical and surgical attendance and treatment as is given 
by the resident staff of the hospital) in accordance with such 
scale of charges as may be specified in an order ge 


and that, as thus amended, all ambiguity has been 
removed. 

A new clause has been introduced into this Bill and 
certain doubts exist as to whether the intention of Clause 
2 (2) is being given effect in the new clause. The Council 


is taking appropriate steps. 


NAVAL AND MILITARY 


CONDITIONS OF SERVICE OF OFFICERS OF THE ROYAL 
ARMY MEDICAL Corps 


(Continuation of para, 128 of Annual Report) 


178. The Council reports the following correspondence 
which has ensued between the Association and the War 
Office as to the conditions of service in the Royal Army 


Medical Corps: 


January 24th, 1935, to War Office 


‘* Careful consideration has now been given by this Associa- 
tion to your letter of April 20th last concerning the proposals 
contained in the report of the Committee on the Medical 
Branches of the Defence Services, so far as they affect the 
Royal Army Medical Corps. 

The whole question was discussed at the Annual Representa- 
tive Meeting of the Association on July last when the following 
resolution was passed: 

Resolved: That, while recognizing that the reorganization 
of the Royal Army Medical Corps subsequent to the report 
of the Warren Fisher Committee will result in some improve- 
ment in the terms and conditions of service, the Association 
is of opinion that the proposals are too limited in their 
application to serving officers and unlikely to give full satis- 
faction to the Corps ; and that the Council be instructed to 
continue to press for a wider application of the Warren 
Fisher Committee’s proposals to serving officers of the Corps, 
and for further improvement in the terms and conditions 
of service. 

I am now instructed to convey the views of the Council of 
the Association arising out of the foregoing resolution. 

1. The Council regrets that the reorganization of the Royal 
Army Medical Corps has been based upon a_ short-service 
scheme and a drastic reduction of establishment. 

2. In the view of the Council, many officers of the rank of 
major of twenty-two years’ service who have received no pro- 
motion under the new scheme are suffering a serious injustice, 
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and it is strongly urged that the Department take emergency 
steps to remedy this situation. The Council of the Association 
suggests that as a temporary and emergency measure, and 
until the fullest application of the Warren Fisher report to all 
officers is secured, officers of this rank who have not been 
promoted after twenty-two years’ service should either be 
promoted forthwith to the rank of lieutenant-colonel or granted 
the pay and allowances of that rank, and that the period 
served after twenty-two years should be counted for the 
purposes of assessing retired pay. 

3. In the view of the Council of the Association, the accept- 
ance of the following proposals would do much to promote 
contentment in the Corps: 


(i) Modification of the constitution and powers of the 
Selection Board in the following way: 


Composition 

(1) The Director-General Army Medical Service ; 

(2) The Military Secretary ; 

(3) Three Major-Generals serving outside the War 
Office ; 

(4) The Directors of Hygiene, Medicine, Surgery, and 
Pathology to be in attendance at meetings of the Board 
in an advisory capacity. 


Powers 

In addition to its present functions, the Board should 
deal with brevet promotions, accelerated promotions, and 
the award of Good Service Pensions. 

(ii) The age interval in which officers are allowed to 
enter the Corps should be narrowed. 

(iii) The Director-General Army Medical Service should 
be given a seat on the Army Council. 

(iv) An ‘‘M’’ Branch on the statf should be formed. 


Finally, I am to observe that the adoption of emergency 
steps of the kind referred to in paragraph 2 of this letter would 
remove the difficulties which the Association has at present in 
co-operating with the Department to the fullest extent.’’ 


Reply, dated May 18th, 1935 


‘* Tam commanded by the Army Council to inform you that 
they have had under consideration vour letter of January 24th, 
1935, conveying the views of the Council of your Association 
on the altered conditions of service of officers of the Royal 
Army Medical Corps which followed the recent reorganization 
of the Corps in accordance with the recommendation of Sir 
Warren Fisher’s Committee on the Medical Branches of the 
Defence Services. 

The Council note the representations of your Association 
regarding the position of certain of the senior majors of the 
Royal Army Medical Corps. They are fully aware of the 
block in promotion which at present exists in the Royal Army 
Medical Corps, as well as in other branches of the Army, 
primarily as a result of the large number of officers granted 
permanent commissions during and shortly after the late war. 
Indeed, for some time past their attention has been actively 
engaged in the consideration of the practicable measures to be 
adopted to ameliorate the situation of officers whose promotion 
is thus unduly delayed. So far as the Royal Army Medical 
Corps is concerned, the Council would point out that the 
increments of pay granted since 1926 to majors of the Royal 
Army Medical Corps after eighteen and twenty years’ service 
respectively (now after sixteen and eighteen years’ service) 
were designed to compensate those officers for the extended 
period of service which they were required to undertake in 
the rank of major before receiving promotion to the rank of 
lieutenant-colonel. Moreover, the increased establishment of 
higher posts in the Royal Army Medical Corps that has been 
approved with effect from May Ist, 1934, on the reorganization 
of the Corps has enabled the promotion of a number of majors 
with long service in the Royal Army Medical Corps to be con- 
siderably accelerated. But, as explained in paragraph 105 of 
the report of Sir Warren Fisher's committee, it is not possible 
to extend all the advantages, including the lower ages of pro- 
motion, proposed by the committee for future entrants to the 
Medical Services, to all officers already serving. 

The Council have. however, given further consideration to 
the position of the senior majors of the Royal Army Medical 
Corps in the light of the representations of your Association, 
and they have now decided to make fhe following special con 
cessions to majors at present serving in the Royal Army 
Medical Corps whose promotion to the rank of lieutenant- 
colonel is unduly delayed—namely : 

(1) an increase of pay of 3s. 6d. a day to all majors, 

Royal Army Medical Corps, after twenty-two years’ service ; 

(2) a minimum rate of retired pay of £525 a year for all 


majors and lieutenant-colonels, Royal Army Medical Corps, 


who are compulsorily retired for reasons other than mis 
conduct, after having completed twenty-five years’ service. 
The above rate of retired pay is that admissible for an officer 
retiring after not less than one year’s service in the rank of 
lieutenant-colonel, 


With regard to the other points raised in your letter, the 
Council desire to offer the following observations: 

(1) The short service system has the advantage of allowing 
an officer who finds that military service is not to his taste 
to retire after five years’ service with a gratuity sufficient to 
enable him to set up in practice in civil life. At the same 
time this system allows those officers to be selected for per- 
manent commissions who have shown promise of making a 
success of service in the Army, while the number of such 
otlicers appointed to permanent can then be 
restricted to those for whom a satisfactory career can be 
assured. 

(2) Though there has been a reduction made in the estab. 
lishment ot officers of the Royai Army Medical Corps from 
826 to 757, there has been no actual reduction in the number 
of medical officers available for duty, for the following 
reasons: 

(a) Thirty officers are replaced by an equivalent number 
of civilian medical practitioners in posts, the duties of 
which were not considered to provide an adequate amount 
of clinical material for the young Koval Army Medical 
Corps officer. 

(b) Thirty-two fewer officers are required in the estab- 
lishment for courses of instruction, Owing to the reduction 
in the period of the course of instruction given to medical 
officers on first appointment, and the restriction of other 
courses to officers granted permanent Commissions on com- 
pletion of five years’ short service. 

(c) It has been possible to make a small reduction in 
the number of officers allowed in the establishment for 
reliefs and miscellaneous duties, as the number hitherto 
provided was found to be greater than was actually 
required. 

Owing to the shortage of officers in the Royal Army 
Medical Corps prior to the recent reorganization, the reduc- 
tion in the establishment in the Cosps did not necessitate 
any reduction in the total number of officers serving in the 
Corps, and there has been no reduction in the standards of 
medical treatment in the Army. 

(3) The Army Medical Selection Board already consists of 
the Director-General, Army Medical Services, the Military 
Secretary, and four Major-Generals serving outside the War 
Otfice, and already deals with brevet and accelerated pro- 
mot.on in addition to ordinary promotion. It is the practice 
of the Director-General, Army Medical Services, more- 
over, to consult the Directors of Hygiene and Pathology, the 
Consulting Surgeon, and the Consulting Physician in con- 
nexion with appointments in their respective branches, and 
he is largely gu:ded by their advice. 

(4) With regard to the age limits for appointment to the 
Royal Army Medical Corps, I am to observe that the in- 
creased extent of the medical curriculum has tended to 
widen the age limits between which medical students are 
now qualified, and this tendency is likely to continue tn the 
near future. In these circumstances, although a candidate's 
age would be one of the points to be considered in deciding 
his suitability for appointment to a permanent commission 
in the Royal Army Medical Corps, a strict limitation of age 
at entry would exclude many desirable candidates. Further- 
more, the limitation which is to be made in the number of 
officers granted permanent commissions and the consequent 
hastening of promotion will permit a successful career for 
officers entering the service at later ages than has hitherto 
been the case. 

(5) With regard to the suggestion that the head of the 
Medical Services should have a seat on the Army Council, 
Il am to invite your attention to the Council's reply to this 
suggestion, given in their letter of April 20th, 1934. 1 am 
further to explain that the Director-General, Army Medical 
Services, is the Medical Adviser to the Secretary of State 
and the Army Council, and that when any question is to 
be discussed by the Army Council which affects, or may 
affect, the medical service or health of the Army, the 
Director-General, Army Medical Services, will be invited to 
attend the meeting. It is, moreover, the right of the 
Director-General, Army Medical Services, to approach the 
Secretary of State direct whenever he so desires, and it is 
his duty to do so in certain circumstances. It would be 
contrary to the general constitution of the Army Council 
for the Director-General, Army Medical Services, to be 
appointed a member of the Council, but your Association 
may rest assured that his recommendations made in the 
capacity of Medical Adviser to the Secretary of State and 
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Army Council receive equal consideration with that afforded 
to the members of the Council. ; 

(6) 1 am to add that the representatives of the Director- 
General, Army Medical Services, serving with lower forma- 
tions have rights and duties similar to those of the Director- 
General, Army Medical Services, within their own Commands. 

The Council trust that in view of the explanations con- 
tained in the above observations and of the financial con- 
cessions now to be given to majors of the Royal Army 
Medical Corps whose promotion has been belated, the diffi- 
culties referred to in the iast paragraph of your letter may 
be removed, and that your Association will be enabled to 
afford their valuable co-operation to the fullest degree in 
the recruitment of medical officers for the Royal Army 
Medical Corps, and thus ensure the success of the recent 


reorganization of the Corps.’’ 


In the Association’s letter to the War Office it was 
specifically stated that if special consideration were given 
to the position of majors of twenty-two years’ service who 
have not benefited by the Warren Fisher recommendations, 
the Association would be prepared to co-operate with the 
Department to the fullest extent with a view to obtaining 
candidates for the Corps. The Council regards the con- 
cession made by the War Office affecting these officers as 
one of considerable value. Moreover, the statement in 
para. (5) of the Department's letter on the position of the 
Director-General is regarded as satisfactory. The Council 
believes that these concessions will result in greater 
measure of contentment in the Corps than has hitherto 
existed, and it feels that the Association should now imple- 
ment the promise given in the letter of January 24th. The 
explanation of the constitution and methods of the Selec- 
tion Committee is regarded by the Council as satisfactory. 
The Council is not, however, satisfied with the Depart- 
ment’s reply upon the question of an ‘‘M’’ Branch of 
the staff, and it proposes to pursue this matter in a 
separate letter. 

The Council recommends: 


Recommendation: That the Association is prepared to 
co-operate to the fullest extent in the recruitment of 
medical officers for the Royal Army Medical Corps. 


ENTERTAINMENT ALLOWANCE FOR SENIOR OFFICERS OF THE 
Royat Navat MEpIcAaL SERVICE 


(Continuation of parva. 130 of Annual Report) 


179. The Council has again urged upon the Admiralty 
that medical officers of senior rank in the Royal Navy 
should receive entertainment allowance and similar privi- 
leges to those of senior officers of the same rank. The 
Admiralty, in reply, stated that it is unable to approve 
the grant of an entertainment allowance to Naval medical 
officers of senior rank, and that the charge pay granted to 
medical officers in charge of R.N. hospitals, etc., in addi- 
tion to the full pay of their rank, is deemed to include an 
element in respect of any official entertaining that may be 
entailed by such appointments. 

The Council does not feel that this matter can usefully 
be pursued further at present. i 


APPLICATION TO R.A.M.C. (T.A.) OFFICERS OF WARREN 
FISHER RECOMMENDATIONS 

180. The Council has been informed that medical officers 
in the R.A.M.C. (T.A.) are benefiting from the Warren 
Fisher recommendations to the extent that officers of the 
rank of captain and major are now promoted after one 
and ten years respectively, instead of after three and a half 
and twelve years as formerly. 


OVERSEA BRANCHES 
CONFERENCE OF OVERSEA MEMBERS 
181. It was reported to the A.R.M., 1934, that, as the 
Association was holding its Annual Meeting in Melbourne 
in 1935, it had been decided not to hold the usual 
conference of oversea members this year. In connexion 
with the Annual Meeting, 1936, at Oxford, a conference 
will be held to which all oversea members who are at 


Branches and Divisions are requested to send in sugges- 
tions for subjects for consideration. 


Drarr Mopet AGREEMENT BETWEEN COMPANIES AND 
MEDICAL OFFICERS OVER-SEAS 


182. A draft model form of agreement between com- 
mercial companies and medical officers over-seas has been 
prepared. 

It is proposed to hold at a future date a conference 
between representatives of companies likely to be con- 
cerned and the Dominions Committee, in an endeavour 
to obtain, as far as possible, uniformity of practice in 
forms of agreement. Before-taking this step, however, 
it is proposed to send copies of the agreement and 
memorandum to all Oversea Branches, with a request 
for information as to the salaries, leave, etc., representa- 
tive of their areas. 


CoLONIAL MEDICAL SERVICE 


183. A number of questions relating to matters arising 
in connexion with the unification of the Colonial Medical 
Service have been dealt with. 


LEAVE AND PASSAGE CONDITIONS 


184. In October, 1932, a committee was appointed by 
the Secretary of State for the Colonies to report on leave 
and passage conditions in the Colonial Service, and the 
report of this committee, which was issued in November, 
1934, has been considered. 

The Council is of opinion that the report is admirable 
in most respects, and if implemented should give satis- 
faction. 

The following two points were submitted to the 
Colonial Office : 

(a) that an officer on ‘‘ home leave ’’ should not be 
compelled to spend his leave in his home country 
should he desire to spend that leave, or any part of 
of it, on the Continent, for example, in Switzerland ; 
and 

(b) that, whenever possible, an officer should be 
compelled to take ‘‘ local leave’’ as and when it 
becomes due. 


To this the Colonial Office replied: 

(a) there was no intention of restricting the liberty 
of officers to spend their leave in any country, pro- 
vided that their arrangements enabled them to obtain 
an adequate change of climate ; and 

(b) the desirability of making it obligatory for 
officers to take local leave had been considered at 
various times in relation to different Colonies. Experi- 
ence suggests that a rigid arrangement of that nature 
is apt to give rise to practical difficulties, but the 
views expressed will be borne in mind when the 
comments of the Colonial Governments on the report 
of the Committee on Leave and Passage Conditions 
for the Colonial Service are received. 


Attention is drawn to the article which appeared in 
the B.M.]. Supplement of February 9th, p. 46. 


BritIsH GUIANA 


185. The Governor of British Guiana has appointed a 
committee to inquire into the administration and organi- 
zation of the Colony and to advise what steps should be 
taken to secure improvements, and the British Guiana 
Branch has submitted a detailed memorandum for con- 
sideration by that committee. 


East AFRICA: ABOLITION OF FEES 


186. As a temporary measure of economy the fees 
previously paid to medical officers in Kenya and 
Tanganyika for post-mortem examiaauoas made at the 


; 
wn the meeting will be invited to attend, and Oversea 
of 
| 
ng 
te 
to 
ne 
r- 
a 
: 
|| 
| | 
if 
| 
| 
i 
i 


278 JuNE 22, 1935} 


request of the police, and fees for expert witnesses at 
trials, have been suspended. 


LEEWARD ISLANDS 

187. The medical officers in the Leeward Isles are 
among the worst-paid medical officers in the Colonial 
Service, and numerous attempts have been made, both 
centrally and locally, to secure improvements. 

The Branch (on October 19th, 1934) sent to the Secretary 
of State, through the usual official channels, a petition 
requesting, inter alia: 

(a) a salary of £450 £600 for medical officers ; 

(6) a scale of promotion ; 

(c) encouregement of medical officers to take post- 
graduate courses with official monetary assistance ; 

(d) provision of quarters for medical officers ; 

(e) special allowances for medical officers with special 
qualifications or who are performing special duties ; 

(f) salary of £750-£900 for medical superintendent 
of each hospital in colony. 


LICENSING ORDINANCE, KENYA 
188. Advice has been given to the Kenya Branch in 
regard to the introduction of an Ordinance under which 
medical practitioners (and members of other professions) 
are to be required to pay an annual licence fee of £15. 
Representations will be made in the proper quarter in 
support of the action of Branch. 


MepiIcaL SERVICES OF THE WINDWARD ISLANDS 
189. In 1934 a member of the Colonial Advisory Medical 
Committee was sent by the Colonial Office to the Wind- 
ward Islands to report on the Medical Service. The 
report has now been issued, and copies have been for- 
warded to the Grenada and St. Lucia Branches for 
comments. 


COUNTER-SIGNATURE OF VACCINATION CERTIFICATES 

190. Recently the Government of India decided that 
medical practitioners signing certificates for persons pro- 
ceeding out of India, via Bombay, must secure the 
counter-signature of the certificate by either a_ civil 
surgeon, port health officer, or a medical officer of health. 

The Branches and Divisions concerned recognize the 
necessity for some form of verification of the signatures on 
these certificates, and suggest that in addition to the 
medical authorities specified, magistrates, or police officers 
not below the rank o: superintendent, should be em- 
powered to countersign. The Branches and Divisions 
desire it to be made clear to the public that the counter- 
signature is required only to verify the authenticity of 
the medical practitioner’s signature, and central action 
is being taken with a view to assisting in this matter. 


AFRICAN MEDICAL OFFICERS 


191. In addition to the members of the Colonial Medical 
Service in West Africa, there are about seven native 
medical officers who are classed as ‘‘ African Medical 
Officers.’’ These officers are not included in the Colonial 
Medical Service, and their rates of pay, superannuation, 
leave, and other conditions are not as good as those which 
apply to the European medical officers in the Colonial 
Medical Service. About a year ago these African medical 
officers sent a petition to the Colonial Office asking, inter 
alia, for the removal of the word ‘“ African ’’ from their 
title, and for improvements in their status, salaries, 
pensions, and facilities for study leave. 


WorkK OF BRANCHES OF THE ASSOCIATION OVER-SEAS 

192. The reports of the Oversea Branches, of the Federal 
Council of Australia, and of the Federal Council of South 
Africa indicate extensive activities (including clinical, 
scientific, medico-political, and social) by these bodies ; 
some of the more important points arising out of these 
reports are referred to below. 
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Africa 


193. The Kenya Branch held eleven general and seven 
council meetings. Among the matters considered was the 
loss of fees for post-mortem examinations and fees for 
expert witnesses, licence fee for medical practitioners, and 
advertising. Most of the meetings were of clinical 
interest, and three social functions were held. The 
Branch publishes the East African Medical Journal, the 
only medical journal in East Africa. 

The Matabeleland Branch held twelve meetings and an 
annual dinner ; the majority of the meetings. were of 
clinical interest. 

The Nyasaland Branch held only one general meeting, 
The annual dinner of the Branch was a very success- 
ful function. His Excellency the Acting-Governor was 
present. Professor J. G. Thomson, visiting the Pro- 
tectorate, addressed the Branch on ‘* Recent Advances jn 
the Treatment of Malaria.’’ 

The Sudan Branch, which was formed in April, 1934, 
held its inaugural meeting in December of that year. The 
Branch has elected His Excellency the Governor-General, 
Sir Stewart Symes, K.C.M.G., K.B.E., D.S.O., as a 
complimentary member in appreciation of the interest he 
has taken in tropical medicine. At the second meeting 
of the Branch Sir Robert Archibald read a paper on 
‘The Epidemiology and Endemiology of Kala-azar in 
the Sudan.’’ 

The Uganda Branch held four general and two council 
meetings, and among the matters considered was the 
question of the withdrawal of fees for post-mortem exam- 
inations and expert witnesses’ fees. 


South Africa 

194. The twenty-eighth Annual Medical Congress and 
the seventh Annual Scientific Mecting of the Medical Asso- 
ciation of South Africa (B.M.A.) were held in Pretoria in 
October, 1934, The opening ceremony was performed by 
the Hon. J. H. Hofmeyr, Minister for Public Health, 
The presidential address was delivered by Sir Edward 
Thornton, Secretary of Public Health and Senior Medical 
Officer of Health for the Union of South Africa, on 
‘“ Some Problems of Preventive Medicine.”’ 

The twenty-ninth Annual Medical Congress and eighth 
Annual Scientific Meeting will be held at Grahamstown 
from September 30th to October 5th, 1935, when the 
president will be Dr. J. M. Beyers, the organizing secre- 
tary Dr. Ella Britten, and the medical secretary Dr. E, G. 
Dru-Drury. 

During the year the Federal Council discussed, among 
other matters, the question of group insurance, head- 
quarters of Association in Capetown, payment of hospital 
staffs, medical education, remuneration for services ren- 
dered to local authorities, unrestricted sale of spectacles, 
relationship between registered persons and public and 
private institutions, military medical service, and work- 
men’s compensation. 

The Branches and Divisions in South Africa show 
marked activity, have dealt with a large number of 
medico-political and ethical matters, and bave had attrac- 
tive clinical and scientific meetings and social functions. 
Many of the Branches possess their own libraries. 


Asia 
Aden 
195. The Aden Branch held its inaugural meeting in 
January, 1935, when Dr. R. W. Petrie delivered his 
presidential address on ‘‘ Arabic Medicine, Past and 
Present.’’ A dinner was held the same evening. 


India 


196. The Bombay Branch held one general and four 
council meetings and, among other matters, discussed 
the Drug Inquiry Committee's report, the Memorandum 
to the Joint Parliamentary Committee, the provision for 
a research scholarship, and entertainment of members of 
the Association on their return journey from the Annual 
Meeting of the Association in Melbourne, 1935. 


‘ 
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The Burma Branch held one general meeting, at which 
it considered the question of medical practitioners and 
chemists’ shops in Burma. 

The Calcutta Branch held nine general and six council 
meetings. Numerous clinical papers were read and cases 
of interest shown. 

The Ceylon Branch held eleven general (mostly clinical) 
and five council meetings. The Branch has discussed, 
among other matters, the question of appointing a com- 
mittee consisting of medical representatives nominated by 
the Governor to report on the medical facilities in Ceylon, 
with a view to promoting scientific investigation in the 
prevention, diagnosis, and treatment of diseases which 
seriously affect the mortality rate of the island. The 
Branch publishes the Ceylon Medical Journal. 

The Hyderabad Branch held tour general and four 
council meetings. 

The Punjab Branch held eighteen general and four 
council meetings. The clinical side of the Branch is well 
catered for, and the lectures are published in the official 
proceedings of the Branch and circulated to all the 


members. 
The South Indian and Madras Branch held three clinical 


meetings during the year, at which papers were read and 
clinical cases demonstrated. 

The United Provinces Branch held eight general and 
four council meetings. A number of interesting clinical 
meetings have been held, and at the annual meeting of the 
Branch a film on ‘‘ Mechanism of the Normal Heart ”’ 
was shown and highly appreciated. 


Hong-Kong and China 


197. The Hong-Kong and China Branch has held several 
meetings, and at its annual meeting Dr. D. G. R. Black 
gave his presidential address—-‘* An Account of the Various 
Drugs Available as Anaesthetics and Analgesics in Labour.”’ 


Malaya 


198. The Malaya Branch held one general and nine 
council meetings. The matters discussed included Group 
Medical Associations and Health Board in Kedah, 
specialists, hospital fees, workmen's compensation, Annual 
Meeting of Association in Melbourne, 1935, blood trans- 
fusion service, and unification of Colonial Medical Service. 
The Branch publishes the Malaya Medical Journal. Its 
Northern and Southern Divisions have also been active. 


Australasia 
Australia 


199. Among the matters discussed by the Federal Council 
have been the question of the abolition of the manufacture 
of heroin, Australasian Medical Congress, broadcasting of 
health talks, hospital policy, Australian ‘* Medical 
Directory,’’ Australian aerial medical services, a general 
medical service in Queensland, national insurance in 
Australia, and Annual Meeting of Association in Mel- 
bourne, 1935. 

The New South Wales Branch held ten ordinary, three 
extraordinary, eight clinical, and nine council meetings. 
It has a number of sections for the study of special 
branches of medical knowledge, and provides B.M.A. 
lectures and post-graduate demonstrations. Among the 
matters discussed were: workmen’s compensation, friendly 
society lodge practice, medical treatment of unemployed, 
“ Branch Handbook for Qualified Medical Practitioners,’’ 
and motor-car badges. The Branch has a good library. 

The Queensland Branch held ten general meetings, two 
of these being clinical meetings, and twenty-five council 
meetings. Many matters of clinical, scientific, and medico- 
political interest were discussed. The Branch has a 
number of committees and Sections for special branches 
of medical knowledge. It is affiliated with local medical 
associations, and organizes post-graduate courses. It has 
its own library. 

The South Australian Branch has a number of sections 
for the study of special branches of medical knowledge, 
and organizes annual refresher courses. Among. the 
Matters recently discussed were: the hospital policy, 


Oversea Branches 
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subjects for broadcasting, medical officers to the destitute, 
workmen's compensation, Medical Act, influx of European 
medical practitioners, and the question of the incorpora- 
tion of the Branch. 

The Tasmanian Branch has held a number of meetings, 
the clinical side being well represented. The subjects 
discussed included anti-cancer campaign, and friendly 
society lodge practice. 

The Victorian Branch held thirty general and thirteen 
council meetings. It has a number of committees, and is 
divided into subdivisions, which meet regularly. The 
work of the Branch during the year has covered a wide 
field, dealing with clinical, scientific, and medico-political 
subjects. It is organizing the Annual Meeting of the Asso- 
ciation to be held in Melbourne, September 9th to 14th, 
1935. A sum of £1,000 has been handed to the Branch by 
a member to establish a Sir Richard Stawell Oration, in 
honour of the great service Sir Richard Stawell had 
rendered to the medical profession. The first oration was 
delivered by Dr. C. Bickerton Blackburn of Sydney in 
October, 1934, on ‘‘ The Teaching of Clinical Medicine.’’ 

The Western Australian Branch held nine general and 
twelve council meetings, and discussed scientific, clinical, 
and medico-political matters. The post-graduate week 
held by the Branch was again a success. The library ot 
the Branch is to be brought up to date. 


New Zealand 


200. The New Zealand Branch considered a number of 
important matters during the year, including the question 
of the publication of a ‘‘ Medical Who’s Who ”’ for New 
Zealand, treatment of indigent Maoris, medical register, 
sale of poisons, workmen’s compensation, hospital policy, 
and medical attendance to unemployed. It has an 
Obstetric Section, which does very valuable work. The 
Branch arranged a four-day conference at Dunedin in 
February, 1935, consisting of scientific sections and social 
functions. The Branch publishes the New Zealand Medical 
Journal, 

Fiji 

201. At a clinical meeting held in March, 1935, when 
Professor Lewis of Johns Hopkins University, Baltimore, 
and Dr. S. M. Lambert, representative in the South 
Pacific of the International Health Division of the 
Rockefeller Foundation, were guests of the Branch, Dr. B. 
Myers delivered a lecture on ‘‘ Some Interesting Clinical 
Cases.”’ 


Barbados 


202. The Barbados Branch held two general meetings, 
at which medico-political matters were discussed. 


British Guiana 


203. The British Guiana Branch held seven general and 
five council meetings. A memorandum was presented by 
the Branch to the committee appointed by His Excellency 
the Officer Administering the Government to inquire into 
the administration and general organization of the medical 
service of the Colony. The Branch was addressed by Dr. 
Rk. G. Cochrane, secretary, British Empire Leprosy Relief 
Association. 

Jamaica 


204. The Jamaica Branch, which is the oldest Oversea 
Branch of the Association, held twelve general meetings 
and one council meeting. There were clinical demonstra- 
tions and discussions at six of the general meetings. The 
Branch was addressed by Dr. R. G. Cochrane, secretary, 
British Empire Leprosy Relief Association. The Branch 
has considered the new medical tariff for Government dis- 
pensaries and D.M.O.’s, and the unification of the Colonial 
Medical Service. It has its own library. 


Leeward Isles 


205. The Leeward Isles Branch held five general meetings. 
The Branch has presented a petition to the Secretary of 
State relative to salaries and general conditions of the 
medical officers in the Colony. At its annual meeting in 
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February, 1935, papers were read by Dr. O'Mahoney, on 
“Antigua as an Airport: Its International Health Rela. 
tions ’’ ; by Dr. A. C. Edwards, on ‘‘ The Diagnosis and 
Treatment of Helminthic Infection in the West Indies ’’ ; 
and by Dr. S. B. Jones, Government medical officer, St. 
Kitts, on ‘‘ Sidelights on a West Indian Medical Area.”’ 


Trinidad and Tobago 


206. The Trinidad and Tobago Branch held one general 
and four council meetings. The Southern Division of the 
Branch has again been very active: twelve clinical meet- 
ings were held, and among the matters discussed were the 
Medical Reorganization Committee's report and_ special 
report on reorganization of local medical service. The 
Northern Division also held a large number of meetings, 
both clinical and medico-political. 


Egvpt 

207. The Egyptian Branch held six general and three 
Addresses were delivered by Dr. J 
and by Mr. Hugh Lett (Visitor to 
the Faculty of Medicine, appointed by the Royal Colleges 
for 1934-5), on ‘‘ Genito-urinary Tuberculosis.’" Clinical 
cases were shown. <A practical demonstration of evacua- 
tion of casualties by air, under arrangements made by 
Group Captain Wm. Tyrell, D.S.O., M.C., and medical 
officers of the R.A.F. in Heliopolis and Cairo areas, was 
much appreciated. 


council meetings. 
Walker, on ‘‘ Cholera,’’ 


Gibraltar 


208. The Gibraltar Branch held four general and three 
council meetings. At its clinical meetings cases and speci- 
mens were exhibited and The Branch has 
entertained the medical officers of the Mediterranean and 
Atlantic Fleets. 


discussed. 


Mesopotamia 
held 


209. The Mesopotamia Branch four general and 


two council mectings. 


MEDICAL BENEVOLENCE 


SUBSCRIPTIONS TO Meptcat CHARITIES THROUGH THE 
ASSOCIATION 


9210. The following statement shows the amounts 
collected distributed the Association's 
Charities Trust Fund for 1934: 

Spectall \ ter] 
£ s. d 

R.M.B.F 14 11 2,296 ll 8 

Epsom College 1,141 5 § 722 6 2 

R.M.B.F. Guild ‘ . £00 0 O 

R.M.B.F. Society of Ireland 40 15 6 

Sir Charles Hastings Fund -— 281 2 90 


3,327 15. 10 


— 
| 


The comparative figures for 1933 are: 

R.M.B.F 1,875 13 2 1.446 310 
kp om Ce ile ie eee eee 1,087 8 9 §73 1 9 
R.M.B.F. Guild 3820 0 0 
R.M.B.F. Society of Ireland $6 3 O 
Sir Charles Hastings Fun — 


2,000 7F 


Supplementary Report of Council: 


| 
| 


f SUPPLEMENT + 
British Menicar 


— 


The contributions for 1934 include an item of £925, the 
balance of the late Dr. Cooke appeal fund. This fund was 
raised in 1911 to assist Dr. C. Cooke of Barnstaple, whose 
professional career was cut short by blindness, and owing 
to the wise administration of the fund by Dr. J. R 
Harper a substantial balance remained at the death of 
Dr. Cooke. 

The Council has had prepared a complete statement of 
the contributions to medical charities during 1934, and 
this statement is being issued to Representatives and to 
the Divisions. The statement shows that in the following 
areas a considerable proportion of the practitioners sub. 


scribe either individually or collectively to medical 
charities. They deserve special mention : 
Barnet Marylebone 


Norw i h 

Northamptonshire 

North Glamorgan and 
Brecknock 

Oxford 

Plymouth 

Portsmouth 

Preston 

Kugby 

Salisbury 

Southampton 

Southport 


Jarnstaple 
Bedfordshire 
Bournemouth 
Bradford 
Bristol 
Buxton 
Cambs and Hunts 
Chestertield 
Coventry 
Derby 
Dundee 
Eastbourne 


East Nortolk Swindon 
Fife South Statfordshire 
Furness South Suffolk 


Torquay 
Ti whridge 


Westmorland 


Gslouceste rshire 
Guildford 
Hartlepools 


Hudderstield West Dorset 
Isle of Ely West Norfolk 
Isle of Wight West Suttfolk 
Hereford Worcester and Bromsgrove 
Inverness York 
Leicester and Rutland 
SCOTLAND 


PARLIAMENTARY REPRESENTATION OF SCOTTISH 


UNIVERSITIES 


211. The Scottish Committee had under its consideration 
the vacancy in the Parliamentary representation of the 
appointment of Mr, 


Scottish universities caused by the 
Canada. Professor 


John Buchan as Governor-General of 
1. Graham Kerr, M.A., F.R.S., Regius Professor of 
Zoology in the University of Glasgow, having been 
neminated by the University Unionist Associations of 
Glasgow, Aberdeen, Edinburgh, and St. Andrews, kindly 
met representatives of the Scottish Committee, and the 
interview is reported to have been very satisfactory. 


ScoTrisH TEACHERS NURSING HoME LIMITED 


212. Several joint meetings have been held between repre- 
sentatives of the Scottish Teachers Nursing Home Limited 
and of the Scottish Committee, which have resulted in an 
arrangement being arrived at whereby the ‘* open-choice i 
method of providing medical and surgical services in the 
institution has been adopted experimentally for one year 
as from April Ist, 1935. Provisional schedules of fees for 
surgical operations, etc., for tea hers having incomes under 
and above £500 per annum respectively have been 
approved. 


E. KAYE LE FLEMING, 
Chairman of Couneil. 
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APPENDIX V 


MEMORANDUM OF ASSOCIATION’S EVIDENCE TO THE DEPARTMENTAL 
COMMITTEE ON CORONERS LAW AND PRACTICE 


PRELIMINARY 


1. The British Medical Association is a company formed 
for sc’entific and other useful purposes and not for profit, 
and incorporated under the Companies Acts. Its main 
objects are the promotion of the medical and _ allied 
sciences and the maintenance and honour and _ interests 
of the medical profession. It is composed of 35,000 
members, and the great majority of practising members 
of the profession in this country are members of the 
Association. 

2. The registered medical practitioner is particularly 
concerned with the smooth working of the Coroners Acts, 
for he is frequently brought into close relationship with 
the coroner. Having regard to this situation the Asso- 
ciation has on several occasions given consideration to 
the practical working of the Coroners Acts. A number 
of suggestions were put forward by the Association in 
1926 which were subsequently embodied in the Coroners 
Amendment Act of that year. There still remain, how- 
ever, some important questions which, in the opinion of 
the Association, call for further amendment of the 
Coroners Law. 

3. The desire of the Association is to assist in the 
maintenance of harmonious relationships between the 
practitioner and the coroner. 


CONTROL OF CORONERS 


4. The Association considers that provision should be 
made by statute for the more effective and adequate 
control of the coroner and regulation of procedure and 
practice in coroners courts by the Lord Chancellor. 


RecoRDS 
5. Under existing arrangements the official records of 
the coroner become the property of the appointing 
authority on the death of a coroner or upon his ceasing 
to hold office, but there is no provision that the coroner 
must preserve official records during his term of office. 
There have been isolated instances where a coroner has 
destroyed records without reference to the appointing 
authority, and although such cases are very rare it is 
felt that the position should be safeguarded. The Asso- 
ciation suggests, therefore, that it should be part of the 
Statutory Rules and Order relating to the duties, etc., 
of coroners that the coroner must preserve his official 

records during his term of office. 


CORONER'S OFFICER 

6. The position of the coroner's officer is one of great 
importance for the smooth working of the Coroners Acts. 
In many parts of the country this officer is also a police 
officer, and experience has shown that where this arrange- 
ment exists it is the most satisfactory one. The Asso- 
ciation is strongly of opinion that the holder of this 
appointment should in all cases be a police officer, and 
that there should be statutory provision to this effect. 


Frees ror Mepicat PRACTITIONERS FOR REPORTS TO 
CORONERS 

7. It is an increasing practice on the part of coroners 
to seek to obtain, often through the coroner's officer or 
a police officer, from the practitioner who was in 
attendance upon the person prior to decease, information 
as to the medical history of the case so as to assist the 
coroner in coming to a decis‘on as to whether or not it 
is necessary to hold an inquest. This practice of the 
coroner endeavouring to obtain medical evidence through 


a third person is undesirable. Under the present cir- 
cumstances there is no specific provision under the 
Coroners Acts for payment of a fee where a practitioner 
renders a report in these circumstances ; but county and 
county borough councils have discretionary power to pay 
a fee, and many of these authorities, recognizing that 
such a report leads to economy in public administration, 
have agreed to the payment to the practitioner of a fee 
of 10s. Gd. (in some cases £i Is. is paid). There are 
many instances, however, where the local authority de- 
clines to recognize a fee for this service. The Association 
believes that reports rendered in the circumstances referred 
to in this paragraph are of importance, and it considers 
that the question of the practitioner's fee should be 
placed upon a uniform basis ; it therefore recommends 
that there should be statutory provision for the payment 
of a fee of not less than 10s. 6d. 


TRAVELLING EXPENSES 


8. Similarly there is no provision in the Coroners Act 
for the payment of travelling expenses where the practi- 
tioner attends to give evidence at an inquest. In some 
parts of the country practitioners when ordered to attend 
an inquest have to travel considerable distances, and it 
is suggested that it would be an equitable arrangement 
if there was statutory provision for payment of travelling 
expenses. Some county councils already recognize an 
arrangement on these lines. 

The Association suggests that the mileage fee should 
be 6d. for every completed mile and additional part of a 
mile in respect of any distance in excess of two miles 
which the practitioner must cover in order to proceed 
from the place whence he is summoned to the place where 
the inquest is being held—and to return to the first- 
mentioned place. 


COMMENT AT INQUESTS BY CORONER OR OTHER 
PERSONS OF CONDUCT OF MEDICAL PRACTITIONER 


9. Instances have occurred where a_ coroner has 
thought fit to comment, or has allowed other persons to 
comment, upon the conduct of a medical practitioner 
without giving that practitioner an opportunity of being 
called at the inquest or of being afforded facilities for 
evidence to be given on his behalf. The Association con- 
siders that any person whose conduct is called in question 
by any evidence given at a coroner’s court should be 
afforded an opportunity to give rebutting evidence and 
to be legally represented if he so desires, and that if 
necessary the inquest should be adjourned for this pur- 
pose. It is suggested that there should be statutory 
provision to this effect. 


DISCRETION OF CORONER AS TO HOLDING INQUESTS 


10. Under Section 3 (1) of the 1887 Act the coroner is 
required to inquire into all cases where there is reason- 
able cause to suspect that a person has died a violent or 
unnatural death, and instances frequently occur where 
the coroner, acting under this authority, holds an inquest 
even though he is satisfied as a result of his inquiries 
that the case is entirely free from all suspicion and that 
the holding of the inquest will serve no useful purpose. 
Examples of the type of case to which this paragraph 
refers are the person, often of advanced age, who dies 
as a result of injury, and the person who dies as the 
result of bacterial food poisoning, where there is no 
suspicion or element of doubt as te the cause of death. 
The Association suggests that in those cases where there 


| 

he { 
SE | 
ng 
R. 
of iW 

of 
id 
4 

al 

| | 

| i 

| 

| 


282 JuNeE 22, 1935] 


is complete freedom from suspicion, where death is the 
result of an accident for which no one is to blame, and 
where after full inquiry the coroner is satisfied that there 
is no doubt as to the cause of death, he should be given 
discretion as to the necessity for holding an inquest. 

11. Where a person has been operated upon and dics 
before complete recovery from the anaesthetic the coroner 
is obliged, under Section 3 (1) of the Act of 1887, to hold 
an inquest, as death in such case is technically an “ un- 
natural death.’’ In these cases there is always a full 
inquiry by the ccroner into the circumstances leading to 
the death of the person concerned, with the result that 
a considerable number of such inquests are largely a 
matter of form. It is suggested that in this class ot 
case, where both the relatives, and the coroner as a result 
of his inquiries, are satisfied that there has been no 
neglect, or other circumstances which would warrant the 
holding of an inquest, the coroner should be given dis- 
cretion to dispense with the holding of the inquest. 

12. Part IX of the Statutory Rules and Order, 1927, 
No. 485, Rule 75, imposes upon the registrar of births 
and deaths the duty to report to the coroner any death 
which appears to the registrar from the contents of the 
medical certificate to have been due to alcoholic poisoning. 
Cases not infrequently arise where the deceaesd person 
had been in the habit for some time prior to death of 
consuming considerable quantities of alcohol, but where 
the immediate cause of death was not alcoholic poisoning 
solely but due to other causes. Notwithstanding this 
fact the coroner may feel that it is incumbent upon him 
to hold an inquest. The Association suggests that where 
the practitioner in attendance certifies that chronic 
alcoholism is not the only and immediate cause of death 
the coroner should be given discretion to dispense with 
the holding of an inquest, and that for the present words 
“alcoholic poisoning '’ in Rule 75 there be substituted 
the words “ acute alcohol poisoning.” 


View or Bopy BY CORONER 
13. Section 14 of the Coroner's Amendment Act. of 
1926 makes it incumbent upon the coroner to view the 
body in all cases. The effect of this section is often to 
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necessitate the removal of the deceased person to the 
mortuary with, in many instances, consequent distress 
inconvenience, and possibly expense to the relatives. No 
practical or useful purpose is served by a coroner viewin 
the body, and the Association accordingly suggests that 
viewing the body should be left in the coroner’s discretion, 


ATTENDANCE AT POST-MORTEM EXAMINATION OF 
PRACTITIONER PREVIOUSLY IN ATTENDANCE 

14. The coroner at present has complete discretion as 
regards post-mortem examinations, as to whether he will 
call in the practitioner who was formally in attendance 
upon the deceased or whether he will call in another 
practitioner whether specially skilled or not. In actual 
practice coroners are increasingly availing themselves of 
the provisions of Section 22 of the 1926 Act, under which 
they can call in spec‘ally qualified persons to make post- 
mortem or other examinations. The importance of the 
post-mortem examination is fully recognized, and the 
Association does not suggest that the freedom which js 
at present allowed to the coroner should be restricted. 
None the less the Association feels that the position of 
the practitioner who was in attendance prior to the death 
is not fully safeguarded by existing provisions, This 
practitioner, even in those cases where a_ skilled patho- 
logist is called in to perform the post-mortem examination, 
is often in a position to give information as to the cause 
of death or other circumstances attendant upon the death 
of the deceased person, and the Association believes that 
it would be in the interests of all concerned ‘{ the following 
provisions were given statutory effect: 

(a) that the practitioner who has been in attendance 
prior to death, but who has not been asked by the 
coroner to perform the post-mortem should be given an 
opportunity of being present at the post-mortem there 
being no statutory fee paid for such attendance ; and 

(b) that the coroner should have discretionary power 
to invite the practitioner who was in attendance pr'or 
to death but who has not been requested to perform 
the post-mortem examination to be present at that 
examination, and that a statutory fee of £1 1s. should 
be paid for such attendance. 


APPENDIX VI 


REPORT OF COMMITTEE ON IMMUNIZATION, INCLUDING VACCINATION 


(A) PRELIMINARY 


1. The Committee was set up by the instruction of the 
Council of April 4th, 1934, the reference being a resolution 
of the Annual Representative Mecting, 19838—namely : 


Minute 5 Resolved Phat this Representative Body of 
the British Medical Association expresses its emphatic belief 
that efficient vaccination and revaccination provide the only 
effective methods known for preventing the occurrence of 
small-pox and its dissemination among the community, and 
would welcome any additional methods, or variation of 
existing methods, of encouraging their more extended 
employment, and that the Council be instructed to consider 


and report upon any suggested variation. 


To this the Council added the further reference: 


consider the desirability of preparing a practical 
scheme for informing the public generally regarding the 


protection afforded by various methods now available of 
immunization against diseases.’’ 


2. The Committee consisted of the following members: 


Professor Rk. M. F. Picken, Chairman of Public Health 
Committee of British Medical Association and Mansel 
Talbot Professor of Preventive Medicine, Welsh National 
School of Medicine (Chairman 

Sir Henry grackenbury, late Chairman of Council of 
British Medical Association 


Dr. G. F. Buchan, Medical Otficer of Health, Willesden. 

Dr. S. Douglas, F.R.S., Deputy Director, National 
Institute of Medical Research. 

Dr. Mervyn H. Gordon, C.M.G., C.B.E 
sulting Bacteriologist St Jartholomew’s lial, and 
Member of Scien Kesearch 


Con- 


i 

tific Stall of Medical nincil. 

Dr. J. Middleton Martin, Medical Officer of Health, 
Gloucestershire. 

Mr. W. G. Masterman, late Medical Superintendent, 
St. Giles’ Hospital, London. 

Dr R. A. O’Brien, C.B.E., Director, the Wellcome 
Physiologic il Research Laboratori 

Sir Humphry Rolleston K.C.B LL.B 
D.C.L., Emeritus Regius Professor of Physic, Cambridge 
University. 


3. We have considered that our reference would be 
most usefully discharged by describing briefly the methods 
of immunization available against certain diseases which 
are prevalent in this country, or are liable to invade it, 
and discussing the practicability of their application to 
the community generally. In this way the question of 
vaccination against) small-pox, which has been until 
recently the only widely used means of specific pro- 
phylaxis, may be brought into true perspective. We 
have tried to present the facts as to immunization fairly 
and accurately, and to arrive at conclusions which we 
think are warranted in the present state of scientific 
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knowledge. We have been greatly helped in our delibera- 
tions by memoranda prepared at our request by Dr. 
R. A. O'Brien, a member of the Committee, Dr. William 
Gunn, Deputy Medical Superintendent, Infectious Disease 
Service, London County Council, and Colonel H. M. 
Perry, O.B.E., Honorary Surgeon to H.M. the King, 
Chairman of the Army Pathology Advisory Committee, 
and Director and Professor of Pathology, Royal Army 
Medical College, to whom we render our grateful 
acknowledgements. 

4. The infectious diseases affecting the people of this 
country against which protection may be widely applied 
in the form of specific immunization are diphtheria, 
scarlet fever, measles, the enteric fevers, and small-pox. 
Immunization against each of these diseases presents its 
own peculiar technical and administrative problems, with 
which this report endeavours to deal. It may be well, 
jn the first place, to indicate brietly the extent to which 
the diseases in question merit special preventive attention 
because of their prevalence and mortality. 


PREVALENCE AND MORTALITY OF CERTAIN DISEASES 


5. Diphtheria.—Deaths from this disease, as a separate 
clinical entity (along with membranous croup), were first 
tabulated in the returns of the Registrar-General in 1859. 
The mean death rates per million among children under 
15 years of age during quinquennial periods since 1861 
have been as follows: 


England and Wales—Mean Death Rates per Million 
under 15 Years 


1861-65 1,422 1896-1900 ... aa 893 
1866-70 891 1901-05 668 
1871-75 807 1906-10 ese 503 
1876-80 726 1911-15 444 
1886-90 799 1921-25 310 
1891-95 896 1926-30 302 


6. It is impossible to say with certainty whether the 
marked decline which set in at the beginning of the 
present century was due to a fall in prevalence or in 
fatality, for although notification had been general since 
1899, national records of incidence (as measured by 
notifications) were not made available until 1911. The 
averages for periods of five years since that year of the 
notification rates per thousand of the population are 
given in the following table: 


England and Wales—Means of the Case Rates per 1,000 


7. During this period of twenty years there have been 
fluctuations of prevalence, but no such downward ten- 
dency as we have seen for the death rate. Indeed, 
during the last quinquennium, when the mean death rate 
was lower than it had ever been before, the mean of the 
case rates was higher than in any period for which 
records were available. The annual reports of large 
towns, which afford earlier information as to the propor- 
tions of deaths and notifications than can be obtained for 
the whole country, indicate very clearly that the period 
of declining mortality has not been one of falling incidence. 
In such towns the notification rate has risen very strikingly 
since the beginning of the century, to an extent which 
cannot reasonably be attributed to improved diagnosis. 

8. Diphtheria, then, is not less prevalent than formerly, 
but it is less fatal. It appears to be more than a 
coincidence that the rapid decline in mortality which has 
been a feature of the present century commenced just at 
the time when treatment with antitoxin began to come 
into general use. The fact remains, however, that 
modern sanitary measures, including isolation, have failed 
to control the spread of the disease, and nearly 3,000 
deaths, on the average, occur each year. 

9. Variations in the severity of type of diphtheria have 
been a matter of common knowledge for many years, and 
recent work has shown that such variations can be corre- 
lated with distinguishable types of the diphtheria bacillus, 
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grouped generally into three strains, which have been 
called gravis, intermediate, and mitis. The two former 
strains are associated with a form of diphtheria which is 
considered to be relatively resistant to treatment, and 
against which it is more difficult to produce immunity 
than in the case of the mitis strain. It has been sug- 
gested that partial immunization of a community, by 
protecting potential sufferers, may increase the propor- 
tion of carriers of these virulent strains, and so increase 
the risk to the non-immunes. This certainly has not 
been the universal experience, and the invasion of a 
district by such fatal forms of diphtheria is rather a reason 
for pressing on with prophylactic measures. 

10. Scarlet Fever.—The_ epidemiological history of 
scarlet fever presents some resemblances to, but also 
striking differences from, that of diphtheria. From grave 
fatality it has moved to mildness in character, as illus- 
trated by the following table: 


England and Wales—Mean Death Rates per Million 
under 15 Years 


1861-65 ...... 2,646 | 1896-1900... ... 380 
1866-70 ...  ... 2,589 | 1901-05 ... ... 366 
1981-86 ... ... 1,100 | 1916-20... ... 96 
1886-90 ...  ... 656 | 1921-25 ... ... 92 
1891-95...  ... 498 | 192630 55 


11. Over a period of seventy-five years the death rate 
from scarlet fever has continuously fallen, so that even in 
times of prevalence this disease has become much less 
important as a cause of death. The same experience is 
recorded in Western Europe and in America. As in the 
case of diphtherna, the fall in deaths is not mainly due 
to diminished prevalence, as reflected by the notification 
rate: 

England and Wales—Means of the Case Rates per 1,000 


1916-20 ... 2.11 | 1926-30 2.54 


12. While the means of the notification rates were 
higher in the first five years of national notification 
records than they have since been, they have shown no 
downward tendency, but rather the reverse in the later 
fifteen years, although the death rate has continued to 
fall. The severe forms of scarlet fever which used to be 
common are now seldom met with. Although slight 
aggravation of symptoms over series of cases in different 
parts of the country has been reported, there is no sign 
of a recrudescence of the more serious forms of the disease. 
About 700 deaths per annum are attributed to scarlet 
fever in England and Wales. 

13. Measles.—As measles is not universally notifiable, 
our knowledge of its incidence is imperfect. The death 
rate from measles has fallen very markedly, although 
much less than from scarlet fever. 


England and Wales—Mean Death Rates per Million 
under 15 Years 


1851-55 1,114 , 1891-95 1,174 
1856-60... 1,185 | 1896-1900 ... 1,260 
1861-65... 1,265 | 1901-05... 1,016 
1866-70... 1,189 | 1906-10... 
1871-75... 1,023 | 1911-15... 
1876-80... 1,058 | 1016-90... 
1881-85 .. 1,198 | 1921-25... 449 
1886-90 1,313 1926-30 


14. It will be observed that the decline in mortality 
has been very marked since 1916. As a matter of fact 
the death rate in the vear 1915 (among children under 
15 years) was the highest since 1889. In addition to its 
biennial fluctuations of incidence, as reflected in some 
irregularity of the annual death statistics, this disease is 
subject to waves of prevalence at long intervals, and the 
favourable records of recent years may be interrupted 
soon, but probably without a return to the high mortality 
which formerly prevailed. Even during the past ten years 
an average of about 4,000 deaths has been attributed to 
measles annually. It causes more deaths of children than 
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any other of the diseases usually described as infectious, 
not excepting whooping-cough. 

15. The Enteric Fevers.—This group of diseases, which 
includes typhoid and the paratyphoids, differs from those 
considered above in that its transmission is usually by 
direct or indirect faecal contamination of articles used as 
food or drink. It is therefore far more subject to the 
influence of sanitary control, and especially to those 
large-scale measures which ensure pure water supplies, 
safe disposal of sewage, and the removal of insanitary 
accumulations. The death rate (at all has fallen 
continuously and rapidly since 1871, when reliable records 
began. 

England and Wales—Mean Death Rates per Million 
(Standardized) 


ages) 


1871-75 1901-05 113 
1881-85 iso 1911-15 47 
1886. 90 1916 20 22 
1891-95 175 1921-25 13 
1896-1900 176 1926-30 9 
16. These are rates based on the whole population, 
since the enteric fevers affect persons of all ages, and 


represent in the earlier periods numbers of deaths approx- 
imately of the same order as those reflected in the rates 
previously quoted for other diseases at ages under 15 
years. The fall resembles that which has occurred in 
the death rate from scarlet fever. In the period of 
national notification records there has been a correspond- 
ing decline of incidence : 


England and Wales—Means of the Case Rates per 1,000 
1911-15 0.25 1921-25 0.08 
1916-20 0.12 1926-30 0.08 


17. The rate of decline in cases is comparable with 
that of the fall of deaths. The figures, in fact, corre- 
spond with medical experience that enteric fever is now 


a comparatively rare disease in this country, and that the 


decline of mortality is due rather to this fact than to 
lessened fatality among those who contract it. Occur- 
rences in recent years, however, have shown that large 


and fatal epidemics may still arise, and that practitioners 
in areas so affected may be called upon to consider 
emergency measures for the protection of individuals in 
addition to those which local authorities must take for 
eliminating the source of infection. Above all, it is of 
great importance that persons intending to visit or to 
reside in countries where the standard of sanitation is 
not comparable to our own should have at their disposal 
means of specific prophylaxis. 

18. Small-pox.—The history of 
years has been confused by the spread throughout the 
world of a mild type of the discase, of negligible mortality, 
which appears to have originated in the Southern States 
of the U.S.A. in 1895. There are earlier records of varia- 
tions of small-pox in type, but there is no history corre 
sponding with this recent almost complete displacement 
of the classical and fatal type by a variant so mild and 
distinct in manifestations. In medical nomenclature 
identified 


small-pox in recent 


its 


the two forms of disease are now separately 
as variola major and variola minor. Death records may 
be taken as a measure of the effect of variola major: 
England and Wales Vean Death Rates per Villion 
Standardized) 
1856.60 180 1960, 7 
1861-65 205 1901 05 25 
1866-70 97 1906-10 0 
1871-75 acs 1911-15 0 
1876 80 76 1916 20 0 
1881-85 78 1921-25 0 
1886-90 13 1926 30 1 
1891-95 ass 20 
19. In spite of the fact that notification returns for 


the country do not exist before 1911, there is no doubt 
that the decline of the death rate at the end of the nine- 
teenth century was mainly due to a fall in the incidence 
of small-pox, although it was also notable that vaccinated 
persons had a much better chance of recovery when they 
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contracted the disease. Variola minor was first observed 
in this country in 1901, when it was introduced into 
Nottingham from America. It failed to establish itself 
then, but from 1921 to 1932 it has been widespread, as 
may be seen from the table in the part of this report 
dealing with vaccination (para. 81), and only within recent 
months has the country been free from it. This ten 
years’ epidemic is a measure of our susceptibility to attack 
by the infection, and, although the state of vaccination 
of the European countries with which we are in closest 
contact gives us some protection, there is a constant risk 
of invasion by variola major, and no assurance that it could 
be brought under control by the ordinary methods of 
isolation, disinfection, surveillance of contacts, ete. (even 
including vaccination of contacts), which the public 
health departments have at their disposal. 


(B) PRESENT AVAILABLE METHODS OF 
IMMUNIZATION 
(i) DIPHTHERIA 

20. General.—In view of experience in many parts of 
the world, a stage has been reached when active immuniza- 
tion against diphtheria may be confidently advocated as 
a safe and efficient method of prevention. An important 
development was the production of a  non-poisonous 
antigen, toxoid, by the treatment of toxin with formalin. 
Toxoid and the various prophylactics made from it have 
proved to be satisfactory immunizing agents. 

21. The Schick Test is an index of susceptibility to 
diphthena toxin. Diluted diphtheria toxin of a strength 
and in a quantity prescribed by the Therapeutic Sub- 
stances Act and the British Pharmacopoeia is injected 
intradermally, usually into the skin of the forearm. It 
is important to ensure that the toxin is injected imto and 
not under the dermis. At the same time an_ equal 
quantity of toxin that has been treated by heat is intro- 
duced into the skin of the other arm. If the toxin arm 
alone shows a reaction, or if the reaction in this arm is 
greater than that in the control arm, susceptibility is 
established. The control test may be omitted in young 
children if it is mecessary to reduce the number of 
operations, and indeed the Schick test itself may be 
omitted in their case, since the great majority of children 
under 8 years of age may be assumed to be susceptible. 
On the other hand, the Schick test is to be recommended 
as a measure of the success or failure of immunization. 
It should be done one to three months after the end of the 
course, and any susceptibles then discovered should be 
given the same course again, or at least one further dose. 

22. Prophylactic Matevials.—Care shouid be taken in 
the selection of these materials. Toxoid, which is toxin 
rendered non-poisonous to animals and man, is the basis 
of the four prophylactics most used in active immuniza- 
tion in England. 

(1) Toxcoid, called Formol Toxoid— or 
Anatoxine.—This prophylactic is used very widely on 
the Continent and in Canada It immunizes well and 
acts rapidly, and can be given to young children in the 
confident that very few will suffer from 
local painful swelling. When children more than 8 years 
cld are to be injected it 1s wise to test them specially 


ommonly 


expr tation 


by an intradermal injection of very diluted toxoid— 
the so-called Moloney test.* To those failing to respond 
—that is, the ‘‘ negative Moloney reactor ’’—toxoid 
may safely be given in the ordinary dosage ; the 
‘* positive Moloney reactor ’’ needs a more cautious 
dosage, or may be immunized with toxoid-antitoxin 
floccules. 

(2) Toxoid-Antitoxin Mixture.—Toxoid mixed with a 
small amount of antitcxin is much used. It does not 


induce such a high or rapid immunity as toxoid alone, 


* The Moloney Ts Moloney and Fraser found that if one 
injects 0.2 c.cem. of a high dilution of toxoid intradermally, those 
subjects who show a. strong positive reaction—that is, a flush 
10 mm. or more in diameter, with perhaps some slight swelling— 
are liable to suffer pronounced local or general reactions after the 
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injection of full doses of prophylactic 
test fluid is commonly called Moloney 
made forty-eight hours after injection. 
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but rarely causes reactions, ”’ and is, therefore, still 
favoured by a number of medical practitioners. 

(3) Toxoid-Antitoxin Floccules.—Toxoid, when mixed 
with a suitable quantity of antitoxin, yields a_pre- 
cipitate which can be separated by the centrifuge and 
resuspended in saline. The antitoxin appears to pre- 
cipitate specifically the toxoid molecules, and toxoid 
exists in this complex with less adhering non-specific 
material than in any other form—that is, in what one 
might call a purer form. Toxoid-antitoxin-floccules 
prophylactic produces high immunity, and has the 
reat advantage that very rarely indeed do reactions 
result from injection. 

(4) Alum Toxoid.—Toxoid precipitated with alum 
has come into use recently. It is an excellent antigen, 
and has been much used in work in laboratory animals, 
for the immunization of horses, etc. A great advantage 
js that the number of injections can be conveniently 
reduced to two, and possibly to one. Claims are made 
for a percentage conversion from Schick-positive to 
negative of from 90 to 95 per cent., shown by Schick 
test two months after the injection of one dose of alum 
toxoid. This, however, will depend very largely on 
the character of the subjects ; as explained below, the 
slum child responds much more readily than rural 
children. Alum toxoid occasionally produces severe 
reactions, especially in adults. The choice of  pro- 
phylactic would normally be (1), (2), or (4) for children, 
and preferably (3) for adults. 


Method Age Preliminary Test a Interval Courses 
() Toxo'd (Formol (a) Under Sehick t st often 3 lorpre- le.em. 
Toxoid—F.T.) omitted. All ‘erably Le.em. 
WOMer Children injected weeks | 
children Only Schick-posi- 
and tives injected. 
adults (For Moloney- | 


positives use more} | 
cautious dosage or 
tive T.A.F.) 


(2) Toxoid - Antitoxin Do. Do. 3 Do. le.em. 
Mixture (P.A.M.) } le.em. 
(Moloney test not | Le.em.,or 
needed) 0.5¢.cm, 
le.em. 
(3) Texoid - Antitonir Do 3 Do. 1 ¢.em. 
Floceules (T.A.F. (Moloney test not le.em. 
needed) le.em. 
(4) Alum-Precipitated Do. Do. 1 | le.em. 
Toxoid (A.V. T.) asin oi 


Note.—Some medical practitioners, when using prophylactics (1), 


2), and (3), give two injections with an interval of three to four 
weeks, but this method should be regarded not as an alternative, 
but as a compromise when the full course is not practicable, 

23. Immuniiy.—The rapidity with which children posi- 


tive to the Schick test become negative depends largely 
on their previous history. Schick-positive children living 
under circumstances involving ample danger of exposure 
to infection become negative much more readily than 
Schick-positive children with less liability to exposure. 
Broadly speaking, town-dwelling children acquire immunity 
one to three months after the last injection. 

24. Duration of Immunity.—It may be stated that on 
the average 95 per cent. of immunized persons are still 
Schick-negative three to five years after immunization. 
Results differ in different groups of populations—for 
example, Schick-negative nurses working in diphtheria 
wards have been found completely negative five years 
later. Different groups show, after some years, reversion 
to positive, varving from 0 to 14 per cent., 5 per cent. 
being a fair average. 

25. The immunity to toxin induced by the various 
prophylactics confers in) most cases immunity to an 
attack of diphtheria. Exceptionally, however, perhaps as 
the result of infection with particularly virulent strains 
of the diphtheria bacillus, a throat condition indistinguish- 
able from diphtheria, either clinically or bacteriologically, 
May occur in a Schick-immune person. Such cases are 
almost invariably mild and recover rapidly. 
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26. Safety.—No fatal or serious accidents have occurred 
in England, but some have cccurred in various parts of 
the world. It is safe to assume that if the requirements 
of the Regulations under the British Therapeutic Sub- 
stances Act had been carried out in every instance, and 
British practice generally had been followed, not one of 
these tragedies would have happened. 

27. Almost the whole of the prophylactics used in 
England for the past ten years have been produced only 
from toxoid—that is, diphtheria toxin made non-toxic by 
the use of formalin. This is a fundamental safeguard. 
The foreign accidents were mostly due to the specific 
effects of diphtheria toxin. 

28. Reaclions.—Since mention of ‘“‘ reactions ’’ occurs 
so often in the literature, it is appropriate to deal here 
with this point. It must be emphasized that the great 
majority of children or adults do not suffer any inter- 
ference with their ordinary activities, appetite, or sleep. 
It is enly a minority of children that show the following 
conditions : 

Certain human beings are “‘ allergic ’’—that is, they 
are ‘‘ sensitive '’ to nitrogenous non-specific material 
substances other than specific diphtheria toxin or toxoid. 
Various degrees of reaction due to this sensitiveness occur. 

(a) The reaction may be local, varying from slight 
transient local redness and pain to rare cases of brawny 
infiltration of the whole arm from shoulder to wrist, 
disappearing gradually in about a week. This latter 
type is very rare in children, but may occur in a small 
percentage of adults. 

(b) ‘‘ General ’’ reactions—that is, malaise, headache, 
fever, vomiting—necessitating at the worst a few days’ 
rest in bed, are very rarely met with in children. 
Among adults rare instances of this type may occur. 

A new form of local reaction has been recognized 
since alum toxoid has been introduced. A small pain- 
less induration may appear at the site of injection ; this 
gradually disappears. In addition, the earlier forms of 
alum toxoid were apt to produce in a very small number 
of children a sterile abscess at the site of injection. The 
best modern preparations contain less non-specific matter, 
and are very little liable to cause abscesses. 


29. These reactions are important, because the public is 
alert to detect and complain of even slight inconvenience 
following immunization, and the immunologist has evolved 
an almost bewildering multiplicity of prophylactics in his 
attempts to avoid reactions. 

30. Passive Immunily.—The injection of antitoxic serum 
confers passive immunity becoming efficient in twenty-four 
hours and lasting approximately three weeks. The amount 
injected should be not less than 500 units. 


(ii) SCARLET FEVER 

31. General.—Active immunization against scarlet fever 
employed in many hospitals and residential institutions. 
32. The Dick Test determines susceptibility to the 
erythrogenic toxin of the haemolytic streptococci asso- 
ciated with scarlet fever. A dose of 0.2 c.cm. of suitably 
diluted filtrate from a broth culture of the streptococcus— 
that is, the ‘‘ toxin ’’—is injected intradermally into the 
forearm. In the past the routine practice was to inject 
into the other forearm 2 dose of heated toxin or ‘‘control’’ 
fluid, as in the Schick test. ‘* Pseudo ”’ reactions are so 
rare that many workers now do not inject the control 
fluid. In susceptible subjects the toxin produces a 
reddened area, 10 mm. or more in diameter, varying in 
colour from a faint pink flush to a vivid red, appearing 
in from six to twelve hours and usually reaching its 
maximum in about twenty-four hours. It is wise, there- 
fore, where possible, to perform the test in the morning 
and to inspect the arm the same evening and again 
overnight. 

33. Prophylactic Materials—The culture filtrate or 
‘toxin ’’ employed in the Dick test is used also for 
immunization, its strength being expressed in “ skin 
test doses.’ 

34. Administration and Dosage.—The usual course is 
to inject subcutaneously a series of four or five doses of 
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‘skin test doses ’’’ and 


toxin—the first containing 500 
Such a course produces 


the final perhaps 80,000 doses. 
in a high percentage of people the desired change from 
the Dick-positive condition to the negative. A usual 
plan is to do a Dick test a week after the fourth dose, 
and give a further dose or doses to those found to be 
still positive. Those rendered negative remain so for a 
considerable time, but not so long as subjects immunized 
against diphtheria. Among a body of nurses rendered 
Dick-negative by immunization it will be found, on re- 
testing six or twelve months later, that a small percentage 
have reverted to the positive condition. It does not 
follow that they have entirely lost all benefit from 
immunization, for body cells once trained to produce an 
antitoxin rapidly and in large quantity retain that pro- 
perty, and it is readily evoked on contact with the specific 
organism. 

35. In England probably most workers have used a 
series of weekly or fortnightly injections running thus: 
500, 1,090, 5,000, 10,000, or 20,000 skin test doses. The 
tendency of late years is to use a higher dosage, and in 
the U.S.A. the Dicks and other workers give five injec- 
the final containing 80,000 to 100,000 skin test 
Benson and Rankin of Edinburgh in a _ recent 
valuable paper indicate that at least 80,000 to 100,000 
skin test doses of toxin in all are necessary to obtain 
a lasting immunity, the course consisting of five weekly 
subcutaneous injections ot 500, 2,000, 5,000, 25,000, and 
50,000 skin test doses. 

36. Date at which Immunity is Acquired.—If the in- 
jections are given fortnightly, the majority of Dick- 
positive children from crowded areas may be expected 
to give a negative reaction within two to four weeks of 
the fourth injection of the series. If the injections are 
given weekly, most of these children will beco:me negative 
four to eight weeks after the final injection. 

37.—Duration of Immunity.—In view of the limited 
expe rience available, it is not possible to estimate the 
duration with great accuracy. Probably 2 to 10 per 
cent. of immunized persons revert to the Dick-positive 
state within a vear. 

38. Reactions.—Local and general reactions in ordinary 
immunization against scarlet fever can be almost entirely 


tions, 


doses. 


avoided by using a slow graduation in the dosage. The 
local and general reaction more or less resembles that 


described under immunization against diphtheria, except 
that here the reaction is produced mostly by specific 


toxin, and when the rare severe grades of reaction are 
met with the picture approximates to a mild attack of 
scarlet fever which is non-infectious and passes off in 


twenty-four to forty-eight hours. 

39. Large numbers of children in institutions and 
staffs of scarlet fever wards are regularly immunized 
without it becoming necessary to withdraw any of them 
from ordinary duty. 

40. Toxoid.—Attempts have been made during the 
past three or four years to produce a non-toxic antigen 
a ‘‘ formol toxoid,’’ but the use of this material has not 
become general. The work of Veldee in Washington and 
of Fraser in Toronto has recently attracted renewed 
interest to this problem, both workers reporting successful 
immunization of small groups of Dick-positive children 
with “ toxoid.’’ It is apparently difficult to reduce the 
toxicity without impairing considerably the immunizing 
efficiency, and it appears necessary to leave a certain 
amount of “ residual ’’ toxin. It has been argued by 
the Dicks that immunization with this preparation depends 


entirely on the amount of toxin left unattacked by the 


formalin. The method does not appear yet to be ripe 
for general use. 
41. Most immunologists would feel that, because so 


many injections are necessary for immunization, because 
the ‘‘ immunity ’’ conferred is not so high or lasting as 
in the comparable case of immunization against diphtheria, 
and because the prevailing type of scarlet fever is not 
severe, it is not advisable to urge “‘ mass immunization ”’ 
but to restrict it to groups of people specially exposed— 
for example, hospital staffs or children in a school in 
which an epidemic makes its appearance. 
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(iit) MEASLES 
42. General.—Research 
fection of : 
(a) A method of inoculation which will produce 3 
more or less permanent immunity, or 
(b) A simple method of rendering an attack abortive 
and harmless while allowing it to produce a permanent 
immunity. 


has been directed to the per- 


(a) Along the first line of investigation, various attempts 
to confer immunity by measures of active immunization 
such as are available for certain bacterial infections. 
have been reported from time to time. The antigens 
employed have consisted of suspensions of the virus, but 
none of the claims made by their respective sponsors has 
stood the test of time or experiment. Efforts to prepare 
‘immune '" serums from animals have proved abortive 
and are now merely of historical interest. 

(b) Along the second line, considerable research has 
been done recently in the experimental production of 
passive immunity in children by the use of convalescent 
serum or whole blood and adult serum or whole blood. 
A method of measles control has been evolved offering 
promise of success under controlled conditions and sug- 
gesting an intensive general application of these bio- 
prophylactic measures. Experience been so far 
limited to individuals or groups of individuals in the 
home and in semi-isolated communities such as _ schools 
and institutions. The epidemiological significance of these 
isolated measures and their probable effect on the specific 
immunity of the herd are at present a matter of specula- 
tion, for preventive epidemiology implies more than a 
mere summation of the results of individual preventive 


experiments. Nevertheless, the results which these 
measures have yielded justify a wider application. It is 


possible to grant a measure of protection to the individual 
either by postponing the danger of infection to a less 
inopportune time or, by altering the character of the 
disease, to enable him to pass through a clinical attack 
unscathed and to render him permanently secure against 
a further assault. Thus with a well-organized scheme in 
operation an outbreak of measles in the family or in 
the community may become a matter of small concern 
to the individual. 

43. Prophylactic Materials.—Four prophylactics of 
proved value are available to confer the measure of pro- 
tection desired, each possessing different immunological 
values but each effective and applicable under appropriate 
conditions. 

1. Convalescent measles serum. 

2. Convalescent measles blood (‘‘ whole "’ blood). 

3. Adult serum (serum from adults who are presumed 
to have had measles). 

4. Adult blood (blood from adults who are presumed 
to have had measles). 

44. Serum is preferable to blood and should be em- 
ployed whenever available ; smaller quantities of serum 
are required, and, moreover, the residual swelling from 
the slow absorption of blood from the site of inoculation, 
when whole blood is used, is objectionable to many 
recipients or to their parents and guardians. Human 
serum is usually free from the disturbing effects which 
may follow administration of horse or other animal serum, 
even when highly concentrated and refined, but a slight 
and transient pyrexia may occasionally accompany I- 
oculation of human serum. The possibility of  trans- 
mitting acute or chronic disease from donor to recipient 
appears to be remote when the accepted clinical and 
laboratory precautions are observed in the collection and 
preparation of serum. 

45. Administration and Dosage.—It is necessary t0 
ascertain whether exposure to measles has occurred and, 
if so, when. There must have been direct and intimate 
contact over a certain period to enable an infecting dose 
of the virus to produce a clinical attack. There appeafs 
not to be any carrier state and the risk of infection 
through third persons or fomites is negligible. The view 
is widely held that there should be complete protection 
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for all children under 3 years of age, however favourably 
circumstanced. — For weakly and debilitated subjects, for 
all who are suffering from any serious acute or chronic 
ilIness, postponement of attack by complete protection 
js always advisable. It is not usual to give serum to 
contacts known to have had measles previously, for if 
the original attack failed to confer complete immunity 
the second attack, however mild, would probably com- 
plete the process of immunization. If, on the other 
hand, history respecting a previous attack is unknown 
or in doubt, serum may be given for prevention or 
attenuation. 

46, Convalescent Serum.—The accumulated experience 
of a number of workers all over the world has revealed 
that, when the requisite conditions of dosage and exposure- 
injection interval are observed, convalescent serum fulfils 
expectation with remarkable regularity. An analysis of 
thirty-nine numerical statements as to dosage for pro- 
tection gives as an average 5 c.cm. as the minimum 
dose and 12 c.cm. as the maximum. Experience in 
London has suggested that the minimum should never 
be less than 5 c.cm. ; from the age of 3 years the dose 
js determined by multiplying the age of the child by two 
and administering the resulting number of cubic centi- 
metres. As an administrative compromise the dose given 
is usually 5 c.cm. for children up to 8 years of age and 
10 c.cm. over 8 years of age. To ensure a protection 
rate of 100 per cent. the serum should be given within 
five days of the carliest known exposure. On and after 
the sixth day a certain number will usually develop 
modified attacks, the degree of attenuation diminishing 
in direct ratio to the delay in administration. When 
these doses are given later than the ninth or tenth day 
from the initial exposure, no apparent mitigating effect 
is to be expected in the majority of instances ; some do 
have mild attacks, but probably not milder than may be 
encountered in any series of cases of measles. It is 
possible to secure attenuation by giving one-half the 
above doses in the first five days, with the obvious 
advantage of economy in serum supplies, but the results 
are not so constant. 

47. The immunity following an attack of measies 
modified by administration of serum is usually complete 
and lasting. If the process of attenuation has been carried 
too far, the resultant immunity may be too short-lived 
to avert a second attack ; such attacks are rare, and 
when they do occur are usuaily trivial in character. The 
high antiviral content and marked uniformity of con- 
valescent serum make it a reliable weapon in measles 
control, although its application in preventive work is 
limited by the amount of serum available. 

48. Adult Serwim.—In view of the difficulty of collecting 
adequate supplics of convalescent serum, the attention 
of many workers in this field has been directed to the 
practical advantages of using adult human serum as the 
vehicle of prophylaxis. The pooled serum of adults who 
have had a clear history of measles in childhood or at 
a later date is usually employed—the serum from ten 
donors constituting an average ‘‘ pool "’ of 1} to 2 litres. 
The absence of a history of measles in a particular donor 
does not forbid using him as such, provided that he has 
been repeatedly directly exposed to infection. 
Doctors and nurses actively engaged in fever work are 
ideal donors. 

49. The general experience has been that adult serum 
is less effective per unit volume than convalescent serum, 
approximately in the proportion of 1 to 2, so that doses 
at least double those of convalescent serum, given for 
similar purposes at like exposure-injection intervals, 
are necessary. Carciully controlled experiments carried 
out on an appreciable scale in the London area in recent 
years have shown that adult serum is less reliable than 
convalescent when complete protection is being sought, 
particularly in respect of children of 5 years and under ; 
but, in the older age-groups and at all ages for purposes 
of attenuation, there is little to choose between the two 
serums. It was not found that increase in the dosage 
of adult serum leads to corresponding increase in the 
protection rates, nor was it considered feasible to give 
larger doses to young children as a routine. 
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50. Convalescent and Adult Blood.—Whole blood 
should only be used in an emergency on account of 
distance or inaccessibility of the serum centre or of tem- 
porary depletion of serum stocks. The employment of 
whole blood has the merits of simplicity and economy. 
The only apparatus required is an all-glass or ‘‘ Record "’ 
syringe of 50 c.cm. capacity with a sharp needle. The 
syringe and needle should be sterilized by thorough 
boiling or in the autoclave. The addition of 5 c.cm. of 
a 10 per cent. solution of sterile sodium citrate and the 
lubrication of the syringe with sterile liquid paraffin are 
methods commonly used to retard the clotting of the 
blood. Immediately after withdrawal the bloed is in- 
jected into the thigh muscles, one-half of the full dose into 
either side. It is usually recommended to give doses 
exactly double those of the homologous serums, but the 
results are much less constant, presumably due to the 
fact that the blood is from one individual and may not 
infrequently be low in specific antiviral substances. As 
the blood is not given intravenously, the question of blood 
groups does not arise. 

51. Passive Immunily.—The duration of passive im- 
munity is approximately two to three weeks ; partial 
immunity persists for another two to three wecks, con- 
ferring the benefits of attenuation should re-exposure take 
place within that period. 

52. Attenuated Measles.—The clinical features of a 
successfully attenuated attack are characteristic and re- 
markably constant ; the temperature remains normal or 
rises to 99° or 100° F. for twenty-four to thirty-six hours, 
catarrhal symptoms are absent or mild, Koplik’s spots 
sparse or doubtful, and stomatitis inconspicuous. Fre- 
quently the only indications of infection are an occasional 
short cough and a general widely discrete rash, often 
resembling rubella. Typically the rash is the last clinical 
feature to be suppressed ; cases with seemingly marked 
prodromal symptoms without ensuing rash are excep- 
tional, and the diagnosis should be reviewed. It does 
not appear that the incubation period is prolonged beyond 
the normal or average limits, although the absence of 
prodromal symptoms might give that impression. The 
contagiousness of attenuated infections is appreciably 
reduced in intensity, striking distance, and duration on 
account of the mild and transient nature of the catarrhal 
features, but, when infection has been effectively trans- 
mitted, the resulting attack is of normal severity. In 
other words, attenuation does not breed attenuation. 

53. Selection of Donors.—Robust young adults who 
have just passed through an uncomplicated attack of 
measles are the most suitable donors of convalescent 
blood or serum. It is usually inadvisable to take blood 
from subjects under the age of 14 years, although children 
of 5 years of age have been bled without ill effects. 
Not more than 20 ¢.cm. should be taken from a child of 
5 years or more than 100 c.cm. from a donor of 14 years, 
but adults generally provide 250 to 350 ¢.cm. Protection 
experiments show that immune body is most abundant 
when blood is taken seven to ten days after defer- 
vescence ; by the twenty-first day an appreciable loss can 
be detected, but thereafter the rate of loss is more 
gradual. 

54. For the production of adult blood or serum healthy 
adults whose history of previous attack or repeated 
exposures is undoubted are chosen. Much more blood 
may be taken from each donor than from convalescents— 
350 to 500 c.cm. being a typical bleeding. The employ- 
ment of professional donors has been advocated as they 
are accustomed to give large amounts and are always 
readily available. On theoretical grounds there is an 
objection to using them, as tepeated bleeding may 
seriously lower the antiviral content of their blood. 
Successful reactivation of donors’ blood by inoculation of 
infectious measles material has been reported from Vienna, 
but such procedures have not been considered advisable 
in this country. 

55. It is not advisable to employ as donors persons 
who have recently been in contact with any infectious 
disease to which they may be susceptible. If they are 
utilized as donors the serum should be stored separately 
until the end of the maximum incubation period of the 


| 
per- 
tive 
lent 
ipts | 
on, 
Ns, 
ens 4 | 
but | | 
has if 
are if 
‘ive 
has 
of | | 
ent il 
od. | 
Ing 
ug- 
| 
far 
the | 
ols i] 
ese 
ific 
ila- 
Ive | 
ese 
ual 
ess | 
the 
ick 
nst | 
in 
in 
of 
r0- 
cal 
ite 
ed 
ed 
m- 
im 
ym 
n, 
ny 
an 
ch 
n, 
ht 
n- 
nt 
id 
id 
to 
d, 
te 
se 
rs 
mn 
Ww 
yn 


288 JuNE 22, 1935] 


disease in question. Some workers consider it advisable 
to store all samples of serum for a period of twenty-one 
days at least before pooling as a safeguard against such 
a contingency, but the majority maintain that £ltration 
and addition of antiseptic are adequate precautions. 

56. Blood Collection.—Bleeding should be carried out 
before, not after, a meal in order to obviate the appear- 
ance of fatty substances in the serum, which is’ un- 
sightly, and is liable to separate on storage. During the 
operation the donor should be in the recumbent position, 
and provision should be made for a period of rest after- 
wards, preferably for the remainder of the day. Essential 
data, such as name or code number, age, attack, bleeding 
interval, occupation, and physical condition, and any 
relevant observations should be forwarded with each 
sample of blood which is dispatched immediately on with- 
drawal to a central laboratory for preparation. 

57. Preparation and Preservation.—The technical details 
of preparation of serum and_ distribution into glass 
ampoules suitable for issue belong to the province of the 
serologist. Serum for routine use should always contain 
antiseptic ; the usual practice is to add 0.2 or 0.3 per cent. 
of tricresol (or, less desirably, a similar amount of phenol). 
Serum should be stored in an ice chest or cool cellar. 
Even under these conditions all sera containing antibodies 
gradually lose potency ; it has been suggested that measles 
antiserum deteriorates appreciably within a year. If 
evidence of this deterioration becomes definite, a larger 
dose of the year-old serum would be necessary. 

58. Practical Difficulties.—Although a well-directed pro- 
paganda and = publicity campaign may secure many 
potential donors, there remains the difficulty of assembling 
them at a bleeding centre at convenicnt times. It may 
even be found difficult to arrange a team of skilled 
assistants willing to lay aside their routine work and 
co-operate in the task of bleeding. After the initial 
enthusiasm has waned, it is common enough experience 
to find that both donors and assistants are apt to rest 
on their oars. To ensure success, the general public, 
practitioners and = consultants, hospital services and 
public health authorities must pool their resources in a 
common effort. Education should come first, but must 
be swiftly implemented by energetic action. 

59. It is necessary to emphasize that the limited supplies 
of serum should be reserved for young or delicate children 
whose date of exposure to infection is known with reason- 
able accuracy. Skilful use of measles prophylaxis may 
save the lives of many children in the general community, 
and it can certainly control epidemics hospitals, 
children’s homes, and other closed communities. Its 
influence upon the volume ot the periodical epidemics of 
measles remains problematical. 


(iv) ENTERIC FEVER 

60. Geneval.—It will generally be admitted that anti- 
typhoid inoculation has been largely responsible for such 
education as at present exists among the public as to the 
utility of vaccines in general, both with regard to pro- 
phylaxis and treatment. Its widespread use during the 
war is to some degree responsible for the diffusion of 
knowledge. The present phase has resulted from cumula- 
tive investigation and experience. The work of Wright 
and Leishman and others resulted in the production of a 
typhoid vaccine which was widely and successfully used 
by the British Army in endemic areas. Subsequent years 
have seen certain modification introduced into the tech- 
nique of manufacture of the vaccine. Saline suspensions 
have replaced the old broth emulsions and, soon after the 
commencement of the Great War, paratyphoid organisms 
were included with the typhoid bacillus in the vaccine. 

61. During the war anti-typhoid inoculation was a 
proved success. The incidence of the enteric group ol 
diseases was markedly diminished among the inoculated, 
whereas, in the earlier period of the war, groups of 
individuals still uninoculated suffered severely from the 
lisease 

62. Efforts to increase the protective capacity of the 
vaccine have been continuous, but up to recently diffi- 
culties were encountered in assessing the efficacy of 
different types of vaccine. The fact that none of the 
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lower animals were naturally susceptible to typhoid fever 
as seen in the human subject, complicated the question, 
The recognition, however, that a typhoid bacteriemi, 
could readily be induced in mice, and that these animal 
could as readily be protected by vaccine against the 
invasion of the bacillus, offered a new avenue of approach 
to the problem. The subject has therefore been rein- 
vestigated on these lines during the last few years in the 
Department of Pathology, Royal Army Medical College, 
63. The finished vaccine coatains per c.cm. : 
1,000 million B. typhosus 

750 »  B. paratyphosus A 

750 »  B. paratyphosus B 

in 0.5 per cent. carbol saline. 


64. Administration and Dosage. 
(1) This vaccine is put up in 25 c.cm. and 50 c.cm, 
bottles, each c.cm. of vaccine containing 2,500 million 
microbes : 
1,000 million B. typhosus 
750 » B. paratyphosus A 
750 » BB. paralyphosus B 


(2) Dosage Recommended. 
For Adults: 
First dose 4 c.cm., followed after ten days’ 
interval by the second dose of 1 ¢.cm. 
In dealing with women and with those of feebl: 
physique the dose should be proportionately 
reduced. 


For Children: 
From 4 to 12 years—one quarter of the adult 
dosage. 
From 12 to 15 years—one half of the adult 
dosage. 
From 15 to 18 years—three-quarters of the adult 


dosage. 


It is to be understood that the above are the maximum 
doses recommended. <As to inoculation of infants, vide 
mfra. 

(3) A reaction manifesting itself in malaise, slight 
fever, and a local inflammation may result. To lessen 
the inconvenience arising from such symptoms the in- 
jections should be given before going to rest, and alcohol 
should be strictly avoided before inoculation and during 
the twenty-four hours afterwards, when symptoms may 
arise. 

(4) The injections should be subcutaneous ; a suitable 
site is the outer surface of the arm at the level of the 
insertion of the deltoid. 

(5) The bottle should, be shaken, a drop of lysol or 
other antiseptic placed on the rubber cap, and the dose 
of vaccine drawn off directly into a sterile hypodermic 
syringe by piercing the cap with the needle of the 
syringe, holding the bottle inverted, and withdrawing 
the piston. The puncture in the rubber cap seals itself 
hermetically after the withdrawal of a dose, so that the 
contents of the bottle may be used for as many doses 
as possible until empty. The negative pressure ensuing 
after a few doses have been withdrawn may be equalized 
by injecting a volume of air corresponding to the volume 
of the dose, this operation being performed with the 
syringe used. 

N.B.—Practitioners immunizing occasional _ patients 
should obtain the vaccine in ampoules, each containing 
a single dose of the required magnitude. 


65. Recent Developments.—In the following paragraphs 
are summarized the results of recent observations: 

(1) There is a definite correlation between the pro 
tective efficiency of a typhoid vaccine and the virulence 
of the organism employed in its preparations. The moré 
highly virulent in the bacillus the greater the degree 
of protection conferred by it when inoculated as 4 
bacterial antigen. 
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9) Vaccines made from recently isolated strains of 
typhoid bacilli may not be highly Protective, as such 
<trains may vary within wide limits in their virulence, 
even when isolated from the same epidemic. 

(3) This virulence efficiency as a protective 
antigen can be markedly enhanced by certain methods 
of animal passage ; 

(4) The protection afforded by vaccines prepared from 
different strains of typhoid bacilli can be estimated 

yantitatively by animal tests. Utilizing this method, 
and employing a rapidly passaged strain of bacillus, a 

yaccine has been manufactured that is approximately 
ten times more protective than the vaccine made by the 
older procedure. It is possible that similar methods mav 
be applied to the preparation of other types of vaccines, 
with a corresponding increase in their efficiency. 

66. These statements apply to the paratyphoid bacillus, 
except that the virulence and protective capacity of the 

varatyphoid bacilli appear to be less variable than that of 
the typhoid bacillus. 

67. Reactions following Inoculation.—It might be con- 
sidered that the inoculation of typhoid-paratyphoid 
vaccines made from these highly virulent organisms would 
be followed by local and general reactions of undue 
severity. This point has been specially investigated, for, 
as inoculation is on a voluntary basis in the British Army, 
the importance of minimizing these post-inoculation effects 
was realized. Large numbers of inoculations have beer 
undertaken with vaccines prepared from highly virule 
organisms. No unduly severe reactions were noted. 
can therefore be assumed in the case of typhoid-p 
typhoid prophylaxis that vaccines prepared from hi,iiiy 
virulent organisms can be used for mass inoculation with 
safety provided that the instructions issued with the 
vaccines are followed. It may be said at once that all 
ranks of the army, with a very few exceptions, take 
advantage of this prophylactic measure. 

68. Inoculation of Infants.—Up to the present time it 
has not been customary to advocate the inoculation of 
infants. The fact that considerable numbers of children 
in the earlier years of life are still unprotected by inocula- 
tion when taken abroad is, no doubt, due to the mistaken 
idea of the severity of the reaction that may follow the 
inoculation, and to the fact that the incidence of typhoid 
in this age category is not high. Experience, both of the 
inoculation of children and of the occurrence of enteric 
fevers among infants abroad, suggests that these views 
have no real foundation. Provided that the dose is 

graduated, children from the age of 2 years onwards can 
be inoculated without anxiety, as the reactions are in no 
way unduly severe. For children from the ages of 2 to 4 
years the most practical method is to dilute the ordinary 
vaccine ten times with normal saline, and of this diluted 
vaccine to administer two doses, 0.25 c.cm. and 0.5 c.cm., 
spaced by the usual interval. For older children—from 
4 to 12 years—the ordinary vaccine should be diluted 
two and a half times, and two doses of 0.25 c.cm. and 
0.5 c.cm. administered at the usual intervals. The dosage 
can be expressed as 1 20th of the normal dose between the 
ages of 2 and 4 and } between the ages of 4 and 12. 

69. Expiry Date of Vaccme.—The period over which 
the vaccine retains its potency has until recently been 
uncertain. An expiry date of one year has been affixed 
to the vaccine on purely empirical grounds. Employing 
the method of assessment of potency now available it has 
been determined that tvphoid vaccines retain fully their 
protective properties for at least one year. The expiry 
date has therefore been extended to eighteen months. It 
Is possible that lapse of time will show that this expiry 
date may still further be extended. If this should be the 
case it will be evident that considerable economy would 
result in circumstances where it is essential that large 
reserves of vaccines should be available. 

70. Reinoculation.—There is evidence that a satisfactory 
degree of protection is conferred for at least a period of 
one year, and in many cases it lasts much longer. When 
reinoculation is carried out a single dose of 0.5 c.cm. is 
Suitable for an adult. 
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(C) IMMUNIZATION OF COMMUNITIES 


71. Section (B) of this report is a brief statement of the 
scientific and practical aspects of the problem of immun- 
izing individuals against certain infections common in this 
country, and is, we believe, largely non-controversial. 
Means of inducing artificial immunity to other common 
infectious diseases, such as whooping-cough, dysentery, 
and tuberculosis, are available, but they have not been 
established on a basis suitable for their wide application ; 
the oldest and mest widely used of all the methods of 
specific prophylaxis—namely, vaccination against small- 
pox—is dealt with in Section (D). 

72. While it is accepted that immunity can be artificially 
conferred upon individuals by the methods described, 
varying in degree and duration according to the antigen, 
its dosage, and the capacity of each individual to respond 
to it, but of a high measure of efficacy in the vast majority 
of cases, the total effect upon the prevalence of, and 
mortality from, a disease of immunizing a proportion of 
the members of a community is more difficult to assess. 
Certain facts may be said to be proved. In circumscribed 
groups of individuals specially exposed to infection, such 
as the staffs of fever hospitals, immunization against 
enteric fever, diphtheria, and scarlet fever has reduced the 
former heavy incidence of these diseases to negligible 
dimensions, and has been associated with a pronounced 
decline of severity of the manifestations in the few 
individuals who have not been entirely protected. Such 
communities may be regarded, for practical purposes, as 
100 per cent. immunized. As they have been exposed to 
constant or recurrent risk, at least in the case of diphtheria 
and scarlet fever, the observations recorded constitute 
crucial experiments. The almost complete absence of 
diphtheria and scarlet fever among the nursing staffs of 
fever hospitals, where routine immunization is practised, 
admits of no other explanations but that it is due to this 
procedure. The prophylactics used in this country against 
diphtheria and scarlet fever cause no local or general reac- 
tions in most cases, and when these do occur they are 
trivial in character and of short duration. The procedure 
is therefore safe and effective for communities of this kind. 

73. This conclusion might fairly be applied to a general 
population submitted to artificial immunization in the 
same high proportion. Changes in the infectivity and in- 
vasive power of micro-organisms and fluctuations in the 
carrier rates would probably not be greater in their effect 
upon a completely immunized general population than in 
those circumscribed communities. It is possible that the 
durability of the immunity acquired artificially by the 
members of a general population may be less in proportion 
to the success of a campaign, because of a final diminution 
in the total mass of infection and a consequent loss of the 
recurrent stimulus of latent immunization. In stabilized 
communities such as ours the influence of the sudden 
introduction of large numbers of susceptibles upon the 
behaviour of epidemics may be disregarded for practical 
purposes, but it is necessary to realize that herd immunity 
to the droplet-borne infections cannot be sustained if the 
proportion of immunes is allowed seriously to decline by 
failure to immunize the steadily. added new members, 
represented by children retently born. Artificial immun- 
ization, therefore, if it is intended to reduce permanently 
the total incidence and mortality of an infectious disease 
in a community, should be conducted, not merely by 
sporadic campaigns, but by continuous application. 

74. Sanitation and epidemic control have not been 
uniformly successful in reducing the incidence of in- 
fectious diseases. In fact no air-borne disease can be 
shown to have been affected by these measures. It is 
reasonable to contend that variola major, which belongs 
to this latter class, would not have been eradicated as 
an endemic disease but for the high percentage of the 
population of this and other Western countries vaccinated 
up to the beginning of the present century, and this view 
is strengthened by the failure to control the recent pro- 
longed epidemic of variola minor. So far as we know, 
however, the spread of variola major in an unvaccinated 
community is not associated with problems of abortive 
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and anomalous forms of the disease, and of carriers of 
infections, to the extent to which such factors complicate 
some of the other infectious diseases, although there is 
some evidence that latent infection may occur in variola 
minor. Arguments, therefore, founded on the effect of 
vaccination upon small-pox cannot safely be applied to 
these other diseases. As regards the enteric fevers the 
experience of inoculated soldiers under conditions of ex- 
ceptional exposure to infection has demonstrated the 
efficacy of mass immunization against types of disease 
which occur frequently in anomalous form and give rise 
to the carrier state, but sanitation has also been a factor 
in controlling their incidence in the field and has itself 
probably been the main cause of their very striking 
decline in most modern civilized communities. 

75. Diphtheria, scarlet fever, and measles remain 
endemic ; waves of prevalence come and go without 
relation to the assiduity of health departments. So far, 
no section of the people in this country, who are living 
at home and mixing freely with one another, has been 
artificially immunized against these diseases to an extent 
comparable with that which has been attained in some 
institutions. Neither national nor local figures, therefore, 
are available to test the efficacy of artificial immunization 
in the open community. In certain States and towns of 
the United States of America, however, and in Canada, 
general immunization has been practised against diph- 
theria on a much larger scale. The conclusion appears 
to be justified by the experience of these areas that 
artificial immunization of a large proportion of children, 
both of pre-school and of school ages, practically 
eradicates the disease. For instance, in one series of 
American towns it was found that when about 50. per 
cent. of school children and 30 per cent. of children under 
5 years had been protected, a striking fall in the incidence 
of diphtheria occurred. These percentages should not be 
taken as applying rigidly to all communities. In one 
area protection of 70 per cent. and 45 per cent. in the 
respective groups did not prevent a small recrudescence 
of the disease. The case of Detroit is quite exceptional 
in that protection of over 50 per cent. of children was 
attended by an increased incidence of mortality from the 
disease. Even in this city the decline has been very 
striking in 1931, 19382, and 1933. The American observa- 
tions, taken broadly, show that it is possible to achieve 
results in an open community comparable with those 
which have commonly been reached in institutions in 
this country, when allowance is made for the somewhat 
higher proportion of persons who inevitably remain un 
protected in any such community. The consistency of 
the results cannot be explained by natural fluctuation 
of incidence. 

76. There is, then, both from the experience in insti- 
tutions of this country and in the general population 
elsewhere, reason to believe that immunization can be 
successfully applied to the control of infections which 
have hitherto proved resistant to any other measures. 
If a scheme is adopted it is desirable that it should be 
of such a character that a high proportion of children 
both of school age and under should be protected as 


quickly as possible. The prac tical difficulties in carrying 
out such a scheme are considerable. Its success depends 
upon the co-operation of the public. In this respect the 


influence of the family practitioner is of great importance. 
Even if the organization capable of carrying out rapid 
immunization is impracticable, the possible temporary 
disadvantages of a gradual process are not, in our opinion, 
sufficiently great to counterbalance the ultimate benefit 
which the community will derive from it, if, in the end, 
it leads to the immunization of a large proportion. of 
children. It is essential, however, that prophylactics of 
proved efficacy and attended with the minimum of 
reactions should be employed in such campaigns. 

77. These comments apply generally to all the diseases 
for which specific prophylaxis is available. In practice, 
any attempt at universal immunization should be confined 
at present to diseases which are attended by grave symp- 
toms and serious mortality and by which this country 
is liable to be invaded. The enteric fevers are now com- 
paratively rare. Scarlet fever, although prevalent, has 
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become a mild disease in modern times, and immunization 
against it is somewhat difficult and probably not UNiver. 
sally necessary. Small-pox is dealt with in Section (D) 
of this report. 

78. There remain only diphtheria and measles. As 
regards the former we are convinced that its continued 
prevalence, the periodical recurrence of a virulent ¢ 
with a high fatality, and the perfection of efficient anq 
safe methods of prophylaxis, establish the case for uni. 
versal immunization. Prophylaxis against measles either 
for total prevention, as a temporary measure, or fo, 
attenuation with the object of promoting permanent jm. 
munity, ought to exercise a beneficial effect upon the 
mortality from the disease, but it cannot be expected to 
have any material influence upon periodical epidemicg 
since it can be effectively applied only to those childreg 
who are known to have been exposed to infection on or 
about a particular date. As a preventive measure to be 
applied skilfully by medical practitioners for the reduction 
of the mortality from measles among young or delicate 
children, its much wider application is greatly to pe 
desired. For this purpose it is necessary that the 
organization of the collection of immune and adult serums 
should be improved throughout the country, especially 
in those areas where adult cases are more Common. 

79. In order that these new and potent measures for 
reducing the morbidity and mortality of the infectious 
diseases should receive general application it is desirable 
that the public should be widely informed as to the 
history of epidemic and endemic diseases, the reasons why 
some diseases have disappeared while others remain, the 
process by which communities are constantly being im. 
munized in a random fashion to endemic infections, the 
mortality suffered by those members who fail to acquire 
immunity by this natural process, and the principles 
underlying the induction of artificial immunity. They 
should, more especially, be fully and fairly informed as 
to the availability of safe and effective prophylaxis against 
diphtheria, and the benefits which have been derived from 
its adoption, and they should be encouraged to accept it 
as the only known method of eradicating this disease from 
civilized and aggregated communities. 


(D) VACCINATION AGAINST SMALL-POX 


80. Vaccination has been left for special consideration, 
since its long use and the compulsory measures associated 
with it place it in a category by itself. The theory and 
practice of vaccination are familiar to the medical pro- 
fession, and therefore require little consideration in_ this 
report. Practitioners may, however, be reminded that 
it is almost unique among the methods of prophylaxis 
commonly employed in this country, in that the antigen 
is a live virus. Vaccine lymph requires great care in its 
preparation and preservation so as to maintain its ante 
genic potency while cnsuring that no extraneous patho- 
genic micro-organisms are present in it at the time of 
use. Rigid control over the manufacture and importation 
of vaccine lymph is exercised by the Government in terms 
of the Therapeutic Substances Act, 1925, and Regulations 
made thereunder, and all the lymph issued to public 
vaccinators and medical officers of health is actually pre- 
pared in the Government Lymph Establishment. By the 
courtesy of Lieut-Colonel W. D. H. Stevenson we have 
had an opportunity of studying the work of this establish 
ment, and of observing the meticulous care which is taken 
to ensure that no lymph will be issued which is not 
absolutely devoid of the risk of conveying pyogenic of 
other bacterial infections. We have also seen the new 
method of producing lymph from the chorio-allantoic 
membranes of chick embryos, which appears to simplify 
the exclusion of micro-organisms, and may _ therefore 
afford a supply of potent lymph without the prolonged 
period of storage in glycerin at present mecessary for 
safety. Lymph produced in this way, however, is not 
yet available for vaccination in this country, and will 
not be until the elaborate experiments carried out by 
Lieut.-Colonel Stevenson and his colleagues are com 
pleted and the method receives the approval of the 
Minister. 


Year. 
1898 
1899 
1900 
1901 
1902 
1903 
1904 
1905 
1906 
1907 
1908 
1909 
1910 
1911 
1912 
1913 
1914 
1915 
1916 
1917 
1918 
1919 
1920 
1921 
1922 
1923 
1924 
1925 
1926 
1927 
1928 
1929 
1930 
1931 
1932 
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g1, Evidence accumulated since the discoveries of 
or has proved that vaccination promotes immunity 


nne 
oth to vaccinia and to the different varieties of small- 
x (which can be placed in two main groups—namely, 


yariola major and variola minor) provided that the mode 
of insertion ensures that a susceptible individual develops 
the localized lesion of vaccinia. It is generally accepted 
that the duration of immunity so acquired depends upon 
the area of the lesion or lesions induced, and alinost 
certainly upon a factor peculiar to each individual. With 
the method of four insertions generally adopted until the 
Vaccination Order of 1929 (the terms of which are now 
embodied in the Vaccination Order, 1930), complete im- 
munity was obtained, lasting for seven to ten years or 
longer, with very few exceptions, and sometimes con- 
tinuing throughout lite. It is important to note that a 
community cannot be regarded as completely immune 
to small-pox unless each of its members is efficiently 
revaccinated (although not necessarily with the production 
of a lesion) at or about the tenth and twenticth years 
of life as well as in infancy, and under the new system 
of single insertions earlier revaccination at the time of 
entrance to and leaving school is desirable. Experience 
has demonstrated that universal vaccination and revacci- 
nation are the only measures which will give either com- 
plete security against the invasion of a community by 
yariola major, if it is seriously exposed to infection, or 
bring an established epidemic rapidly to an end. It 
would appear, however, that the relatively incomplete 
immunity furnished by the vaccination of most of the 
infants born in this country up to the beginning of the 
present century was usually sufficient to limit the volume 
of outbreaks. The proportion of immune persons in a 
community which is necessary for safety as regards variola 
major is not known, but it has been observed that 60 per 
cent. of vaccinated persons is insufficient to prevent an 
invasion of variola minor. Whatever it may be, we are 
faced with the fact that infant vaccination has steadily 
declined since the beginning of the present century, as 
shown in the following table: 


England and Wales 


Exemptions Small-pox 


Vaccinations 


as Percen- as Percen- Fatality 
tage of tage of Cases of per 1 000 
Year. hirths. Births, Small-pox, Cases. 
§.1 
3.6 
4.3 
4.5 
4.0 
RS 768 .. 4.8 
73.4 . 5.8 
17.0 
1909 21.6 
1920 .. 114.07 
1980 ......... 40.1 Le 2.36 


82. With the decline of infant vaccination from 75.8 
per cent. of births in England and Wales in 1905 to 38.2 
per cent. in 1932, the proportion of statutory exemptions 
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has correspondingly increased until 47.5 per cent. of the 
children born in the last year for which figures are avail- 
able escaped vaccination by this means. In fact, the 
steadily rising proportion of unvaccinated infants is due 
to this cause alone. While the Act of 1898 made exemp- 
tion possible if a parent satisfied two justices, or a stipen- 
diary or metropolitan police magistrate in petty sessions, 
that he conscientiously believed that vaccination would be 
prejudicial to his child’s health, the rise in exemptions 
dates almost entirely from the substitution in 1907 for 
this procedure of a statutory declaration of conscientious 
objection by the parent. It is clear that we are gradually 
moving toward a time when the degree of herd immunity 
acquired by infant vaccination in this country will be 
negligible. In some areas it has been so for many years. 
It is significant that the invasion of the country by small- 
pox in 1921 led to widespread prevalence of the disease, 
affecting mainly those areas where infant vaccination had 
declined most, and that the period of the wave has spread 
over more than ten years. Fortunately, this prolonged 
epidemic was of the mild type (variola minor) as illustrated 
by the low case mortality shown in the above table. It is 
of importance as showing how small-pox, even of appar- 
ently low infectivity, can now spread among our people. 
Its commencement was signalized by a definite fall in the 
proportion of statutory exemptions, but, when the rela- 
tively Lk aign nature of variola minor became evident, the 
upward tendency was resumed. 

83. It would be difficult to estimate the proportion 
of the people in this country who are immune to small- 
pox since the duration of the effect of infantile vaccination 
varies, the number of persons vaccinated or revaccinated 
by private practitioners during the epidemic of the past 
ten years is unknown, a considerable number of males 
have been vaccinated in the various services, especially 
during the war, and a number, about 80,000, have 
acquired immunity by contracting variola minor. It may 
safely be assumed that less than half the population 
under 10 years of age in England and Wales is immune 
and that among persons over that age the proportion is 
very much lower. 

84. It seems clear that the decline of infant vaccination 
is not mainly due to disbelief in the efficacy of vaccination 
as a preventive against small-pox. It is, perhaps, a 
natural consequence of the almost complete freedom 
the people have enjoyed for more than a generation from 
variola major, combined with the complications which 
may follow upon vaccination, however rare they may 
be. Of these the most serious, and also one of the most 
infrequent, is post-vaccinal encephalitis, but the decline 
of vaccination had gone far before its recognition and 
does not appear to have been much accelerated by it. 
The element of compulsion associated with infant vaccina- 
tion is in itself sufficient to arouse opposition among a 
section of the people, and the present state of the law 
makes it easy for such opposition to materialize in its 
avoidance. There appears to be no prospect of an 
amendment of the law in the direction of greater 
stringency. Influential bodies, such as the Association 
of Municipal Corporations, the Society of Medical Officers 
of Health, and the Association of County Medical 
Officers, have, in fact, suggested that the withdrawal of 
compulsion might profitably be considered. In our view 
this aspect of the problem of vaccination must be taken 
into account, not only because of its intrinsic importance, 
but also in relation to the change which has taken place 
in the practice of vaccination and to the desirability of 
inducing the public to view general immunization against 
other forms of disease without avoidable prejudice. 

85. It is seen, then, that in spite of the fact that 
vaccination of infants is nominally obligatory, the popu- 
lation is becoming less protected against small-pox. The 
practice officially recommended to public vaccinators 
since 1929 of inducing a minimal immunity by one in- 
sertion instead of four, however desirable it may be for 
various reasons, is likely to result in an earlier loss of 
immunity. It ought to be followed by revaccination 
at the age of entering and leaving school, an extension 
which is extremely unlikely to be imposed by law in this 
country as a permanent measure. Whether, therefore, 
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the present ineffective legal compulsion is continued 
or not, efficient protection of the community at all 
ages will not be attained without the realization of 
its need by the public themselves. What we have said 
about the desirability of educating the public on the 
general principles of immunity (para. 79) applies to vacci- 
nation in an even greater measure than it does to the 
prophylaxis of endemic diseases like diphtheria, for the 
establishment of variola major in an inadequately pro- 
tected community would be attended by an incomparably 
greater mortality, as well as grave social and commercial 
disorganization. We are aware that it has been contended 
that the early diagnosis of variola major would be easy 
in a community less liable to modified variola major 
because it was unvaccinated, and that an epidemic would 
therefore be less likely to establish itself. While we 
agree, up to a point, with this contention, we think that 
the obscure symptoms of some of the gravest forms of 
the disease have been overlooked, and also the undoubted 
fact that sometimes even unvaccinated persons suffer 
from variola major in a very mild modified form. It is, 
therefore, not at all certain that variola major, a disease 
of high infectivity, can always be detected quickly in 
an unvaccinated community and stamped out with corre- 
sponding rapidity. Even if the chances are in favour of 
this view, the public should know that, before eradication 
of the disease, some persons (probably from 20 to 30 per 
cent. of those affected) will lose their lives. 

86. Considerations of public safety, then, call for a 
reversal of the decline in vaccination which is a feature 
of the records of the present century. Vaccination 
appears to be safest in infancy when performed by the 
single insertion method, but it should be followed by 
revaccination at the ages of 6 to 7 years and 14 to 16 
years. The Vaccination Acts at present in force afford 
no means of ensuring such an increase of protection, and 
may, perhaps, be a hindrance. It seems likely that thei 
retention on the Statute Book will soon serve no practic- 
able purpose. In so far as they foster antagonism to 
vaccination they hinder the acceptance of other forms of 
immunization. 

87. Even if the Vaccination Acts were repealed, some 
organization would be required for keeping the public 
informed as to the need for specific prophylaxis and the 
provision available for supplying it. The local authorities 
should be required to maintain a service of free vaccina 
tion and should be supplied with lymph from the Govern 
ment Lymph Establishment for the purpose. The power 
Section 130 of the Public Health Act, 
1875, as amended by the Public Health (Prevention and 
Treatment of Disease) Act, 1918, enables the Minister 
of Health to make regulations for the prevention of the 
spread of epidemic, endemic, or infectious disease and 
to state by what authorities they shall be administered 
Regulations so made might impose the duty on local 
authorities of providing for vaccination and other forms 
of immunization, according to prescribed conditions, one 
of which might well be that the authorities should submit 
administrative schemes for the approval of the Minister 
noted that the Minister has already used this 
regulations—the Public Health (Small 
pox Prevention) Regulations, 1917—enabling medical 
officers of health, or their assistants, to vaccinate small 
pox contacts if the latter consent. 

88. It would be an essential feature of the scheme of 
. local authority that an establishment should be main 
tained for the regular day to day administration of 
vaccination and immunization against other diseases, with 
engaged in the work and capable of 
rapid expansion in face ot an emergency Education 
of the public as to the need for specific prophylaxis would 
be one of their most important functions. They should 
work with, and as far as possible through, the general 
practitioner, but in our opinion there should be a nucleus 
of medical officers, acting in the capacity of the present 
upon whom the duty would definitely 
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public vaccinators, 


devolve of carrving out vaccination according to rules laid 
down by the Minister, and who would be readily availabk 
to act quickly if small-pox invaded the area. 


Indeed, 
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it is possible that in many areas it would be found desir. 
able to maintain the present type of organization. 

_ 89. It may be that this country or parts of it will be 
invaded by variola major in the future and that the state 
of protection of the community, even under vigorous 
administration of vaccination and less adverse prejudice 
than exists at present will be insufficient to prevent the 
disease reaching epidemic prevalence. The power of the 
Minister to make regulations, contained in Sections 139 
and 134 of the Public Health Act, 1875, appears to enable 
him to impose compulsory vaccination and revaccination 
either locally or nationally, in such a contingency, and 
such regulations could be made much more effective than 
the present law of vaccination for this purpose. If there is 
any legal doubt on this point the Minister should be given 
this power in the event of the present Vaccination Acts 
being revoked. 


(E) THE DESIRABILITY OF PREPARING A 
PRACTICAL SCHEME FOR PUBLIC 
INFORMATION 


90. We have finally to discharge this part of our refer. 
ence. From what has been said in the foregoing sections 
of this report it will already have been gathered that we 
are of opinion that the public needs informing as to the 
principles and practice of immunization. Although 
patients rarely object to subcutaneous, intramuscular, or 
intravenous therapy, even with animal or bacterial pro- 
ducts, there is widespread prejudice against prophylactic 
inoculation. This apparent inconsistency is probably not 
due entirely to the difference in mental attitude which 
the desire for recovery from illness engenders in patients 
and their relatives. It may be attributed largely to the 
disasters which followed the earliest attempts to prevent 
small-pox by inoculation, and, to a less extent, to the 
unfortunate accidents arising from arm-to-arm vaccination, 
Indeed, the form of immunization with which the public 
have been familiar for generations, involving as it does 
a live, though modified, virus, is that which is most liable 
to cause accidents if the greatest care is not observed in 
the preparation and application of the antigen. It is 
not surprising, therefore, that parents should hesitate to 
expose their children to a risk, however slight, for benefits 
which seem to them remote and hypothetical. 

91. We believe that nothing but intensive and prolonged 
instruction will overcome this prejudice, together with 
i conscientious regard on the part of the medical profes- 
sion for the necessity of employing only reliable and safe 
intigens, and observing the greatest care in their applica- 
tion. The medical practitioner, because of his daily 
contact with the families in his practice, and the great 
respect in which his opinion is held, can do more than 
anyone else to educate the public in this matter. Never- 
theless, there is need for a campaign of publicity on the 
subject. The lines on which such campaigns are con 
ducted are well established and need no description by 
is. Our view is that they are the function of the Ministry 
of Health, the local authorities (who are empowered by 
Section 67 of the Public Health Act, 1925, to incur 
expenditure in this way), and of the various voluntary 
organizations, such as the Central Council for Health 
Education, which have come into being for such purposes. 
We are aware that all these bodies have already done 
much to popularize immunization, but we think there is 
scope for more intensive action at the present time. In 
our view British Medical Association should not 
initiate propaganda of this kind but should recommend 
its members to further it in every way possible. 


SUMMARY 


1. The methods of immunization against the diseases 
prevalent in this country, including small-pox, are 
described and discussed. 

Diphtheria.—Active immunization against diphthera 
may be confidently advocated as a safe and_ efficient 
method of prevention. The prelimimary Schick test may 
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be omitted in young children, but, as a test of success or 
failure, should be performed one to three months after 
the end oO the course of immunizing injections. For 
children any of the preparations known as toxoid, toxoid- 
antitoxin mixture, toxoid-antitoxin floccules, and alum- 
toxoid may safely be used, but toxoid-antitoxin mixture 
or toxoid-antitoxin floccules is preferable for adults. On 
the average 95 per cent. of immunized persons are still 
Schick-negative three to five years after immunization 
Scarlet Fevey.—It is advisable at present to restrict 
immunization against this disease to groups of people 
specially exposed—for example, hospital staffs and 
children in a residential school in which an epidemic 
makes its appearance. The culture filtrate from a broth 
culture of the streptococcus is used for the test of 
susceptibility, the Dick test, and also for the actual 
immunization, in which weekly or fortnightly injections 
of increasing doses are given. Probably 2 to 10 per cent. 
of immunized persons revert to Dick-positive within a 


year (paras. 31 41). ; 

Measles.—Passive immunity can be produced by the 
use of convalescent serum or whole blood, and adult 
serum or whole blood. It may be used for postponing 
the danger of infection in an individual to a less inoppor- 
tune time or, by altering the character of the disease, 
to enable him to pass through a clinical attack unscathed 
and render him reasonably secure against a further attack. 
Convalescent serum is the material of choice and should 
be given in the first five days of the earliest known 
exposure for complete protection, Administration between 
the fifth and ninth or tenth days, or half-dosage during 
the first five days, is employed for modifying an attack. 
The dosage of convalescent and adult serum is discussed. 
The immunity which follows an attack of measles modified 
by administration of serum is usually complete and lasting. 
There is an urgent need for co-operation between the 
general public, private practitioners, hospital and public 
health authorities to secure an efficient organization for 
the collection and distribution of supplies of serum 
(paras. 42-59). 

Enteric Fever.—Modifications have been introduced in 
the method of preparation of typhoid vaccine. Saline 
suspensions have replaced the old broth emulsions and 
paratyphoid organisms have been included in the typhoid 
bacillus in the vaccine. The technique described is that 
developed in the Department of Pathology, Royal Army 
Medical College (paras. 60-70). The importance of anti 
typhoid immunization for those going abroad is emphasized 
(paras. 17 and 68). 
2. Immunization of Communities.—In circumscribed 
groups of persons specially exposed to infection, immuniza- 
tion has reduced the former heavy incidence of enteric 
fever, diphtheria, and scrrlet fever to negligible dimen- 
sions. So far no section of the general community in this 
country has been immunized to the extent reached in the 
Services and in some institutions or in America. Artificial 
immunization against diphtheria of a large proportion 
of children—ot pre-school and school ages—has_ been 
achieved in some towns in that country, with the result 
that the disease has practically disappeared. There is a 
great need of widespread propaganda, particularly in 
regaid to diphtheria immunization, in order that the public 
may recognize that artificial immunization is the only 
known method of eradicating diphtheria (paras. 71-79). 
3. Vaccination agaist Small-pox.—Vaccination confers 
immunity to vaccinia and the different varieties of small- 
pox. A community cannot be regarded as completely 
immune to small-pox unless each of its members is vaccin- 
ated in infancy and efficiently revaccinated from time to 
time. Infant vaccination has steadily declined since the 
beginning of the present century, until, in 1932, only 38.2 
per cent. of infants were vaccinated ; a rapid increase in 
percentage of exemptions dates from the introduction of 
conscientious objection as a valid reason for exemption. 
A high proportion of the present-day population of this 
country has not acquired immunity to small-pox. 

The decline is mainly due to the almost complete free- 
dom that this generation has enjoyed from variola major 
and to the complications that are known to follow vaccina- 
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tion, however rare they may be. The present legal com- 
pulsion is ineffective, and, whether it is continued or not, 
efficient protection of the comunity will not be attained 
until the public realizes the need for it. It seems likely 
that the Vaccination Acts afford no means of ensuring an 
increase in protection against small-pox, and may indeed 
foster antagonism. If the Acts were repealed local authori- 
ties should be required to maintain a service of free 
vaccination and should be supplied with Government 
lymph for this purpose. It is desirable that, if the 
Vaccination Acts should be repealed, the power of the 
Minister of Health to impose compulsory vaccination and 
revaccination whenever the country or parts of it are 
seriously invaded by variola major should be clearly 
defined (paras. 80-89). 


CONCLUSIONS 


Methods of immunization against various infectious 
diseases, some of which are common in this country, have 
been developed to such an extent that the place of this 
aspect of preventive medicine in public health law and 
administration requires to be reviewed. At present the 
duties of county and county borough councils with regard 
to vaccination are clearly defined, and a measure of com- 
pulsion upon parents exists which is ineffective in the 
present state of the law. Vaccination is directed against 
a risk—a grave one, it is admitted—not against a constant 
menace to the public health. On the other hand, the 
duties and responsibilities of local authorities as to immun- 
ization against other diseases are not explicit, and there 
is no compulsion upon individuals to accept it. Each of 
these diseases presents technical and administrative prob- 
lems of immunization peculiar to itself, and in some cases 
the methods are not ripe as yet for application to the 
general community. Immunization for such diseases, 
which include scarlet fever, measles, and the enteric fevers, 
should be widely used in the circumstances which it is 
described in this report as being applicable. For one 
other disease—namely, diphtheria—we consider that the 
reagents and technique have reached such a stage and the 
results of their application have been so successful that 
there is a strong case for the universal adoption of 
immunization. 

It is extremely unlikely that immunization against each 
disease, as it becomes practicable, could be made com- 
pulsory in this country. There appears to be no reason 
why compulsion as regards vaccination, which is evidently 
unwelcome to a large proportion of the people, should be 
continued permanently in its present unsatisfactory form. 
Immunization against infectious diseases involves a com- 
mon scientific principle and calls for a co-ordmated practi- 
cal effort. The first thing essential is that the public 
should be informed as to what can be achieved by immun- 
ization, and that it is the controlled application, with 
infinitesimal risk, of a process which is going on continu- 
ously in a haphazard fashion, so far as endemic diseases 
are concerned, leaving behind it a trail of suffering and 
death. 

The individual practitioner, who is constantly consulted 
on such matters, can take a leading, perhaps a_pre- 
dominant, part in public education of this kind. The 
organization, however, of the necessary machinery for 
placing immunization at the disposal of the public and 
bringing its benefits prominently before them is a function 
of the local authorities, under the co-ordinating influences 
of the Ministry of Health. Such an organization should 
be of a kind which can readily undertake the advertising 
and carrying out of immunization against each disease as 
it becomes widely applicable, and also the enforcement of 
compulsion if it should remain, in the case of vaccination, 
or become necessary from time to time under regulations 
directed to that end. 


The number of medical students in Soviet Russia has 
risen from 15,000 in 19384 to 24,000 in 1935, and, it is 


calculated, will be 30,000 in 1936 and 33,000 in 1937. The 
students, who will be maintained at the expense of the 
State, will have to undergo an examination before registra- 
tion, and every six months. 
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be removed from the doctor’s list fourteen days 


THE INSURANCE MEDICAL SERVICE 


WEEK BY WEEK 


The Machinery of the Regulations 


The extent to which the formal machinery of the Regu- 
lations is invoked for the purposes of disciplinary action 
against practitioners needs to be expressed in sober and 
restrained language if readers are not to be misled by 
rather wild statements, which may or may not be based 
on the individual experience of the writer. It is as well 


that those doctors who are engaged in the insurance 
medical service should be made aware of the contents of 
the Regulations and of what happens where serious 
breaches of the Terms of Service take place. But it is 


the merest truism to say that the ordinary general practi- 
tioner going about his daily business with an interest in 
his protession and in his patients need not be, and is not, 
disturbed by the existence of provisions designed to meet 
rarely, sometimes arise in such a 
as the insurance medical service. 

are doctors who, notwithstanding their 
from the teeth marks of the machine, are 
inclined to have sleepless nights because of what they 
inay occasionally read, it may be as well to remind such 
persons of statements which have from time to time been 
made in these for example, the tremendous 
diminution in the number of cases coming before medical 
service subcommittees, the entire in London for 
some years of the infliction of penalties for excessive pre- 
scribing, and the way in which formal complaints by 
societies in regard to certification have in some areas fallen 
away almost to vanishing point. Here, for example, is a 
reference to one committee's area where a subcommittee 
reports as to the way in which it has dealt with com- 
plaints of minor irregularities in regard to certification : 


which, however 
vast service 

If there 
immunity 


Cases 


own 


notes, as, 


absence 


Your subcommittee has given consideration to instances 
brought to its notice by various approved societies where 
medical certificates have been issued by insurance doctors 
contrary to the Certitication Rules—namely, (a) omission of 
the cause of incapacity in a tinal certificate ; (4) the issue of 
intermediate certificates where the date of examination was 
more than twenty-four hours previous to the issue of the 
certificates : (c) issue of certificates written in other than an 


; and (d) the issue of a special intermediate 
covering a period when no examination was made. 
the society concerned has been furnished with 

doctor's observations, and intimation has been received 
that it not desired that a tormal investigation should be 
made. Your subcommittee has given consideration to 
the explanations offered by the doctors, and to the assurance 
them that he will in future to the 


indelible substance 
certihcate 
In each ¢ 


the t 


ase 


Was 


also 


by each of adhere 


yiven 

rules the issue of certificates, and in view of the explana 
tions and assurances it does not deem it necessary to recom 
mend the committee to take further action in any of the 


instances referred to 


Removal of Aged Persons from a Doctor's List 


Representations on this question have been renewed in 
the following communication to the Insurance Acts Com 
mittee by a Local Medical and Panel Committee : 


Viv committee in 1933 ipproached the | A.C with a view 
to the amendment of Clause 7 (2) of the Allocation Scheme, 
o that practitioners should be entitled to have insured persons 
ver 65 ear f age who are not in receipt of certificates 

. 1 from their list 1 the same way as those who are 
below this age and therefore receiving certificates Ihe I.A.C 
Was aver it that to asking the Ministry to amend the 
\llocation Scheme tn this way is it thought there was a 
likehhood of the general public misconstruing this into a desire 
on the part of insurance practitioners to get rid of old and 

ronic patients 

[he attention of my committee has been drawn to a case 
reported to the Glasgow Insurance Committee in) November 
last, where an insurance practitioner gave notice to have the 
name of an insured person over 65 years of age removed from 
his list The clerk of the local Insurance Committee asked 

e Scottish Department for a ruling, and the reply of the 
Department was that the name of the insured person should 


after 
of notice, provided the practitioner was satisfied that TeCeipt 


to the nature of the patient's disease or disablement pier 

ination and treatment at intervals of more than one pa 
\ sufficient. Whilst my committee is aware that in ry 
instances Scottish procedure differs from that in England ‘i 
of the opinion that this question should be reopened Ks 
of the decision in the case mentioned above.’’ : 


» OWiny 
vas 
IN View 


The position with regard to insured persons Over 6 
vears ct age and who, not being entitled to sicknen 
benefit, are not in the position of receiving Certificate 
from their insurance practitioners, has always been a diff. 
cult one when the question of the removal from a doctor’ 


list in an individual case has arisen. The Ministry of 
Health was asked some time ago if it agreed with the 


following view: 

“An insured person who incapable of 
treatment from a practitioner cannot be removed from thar 
practitioner's list unless (a4) another practitioner agrees 
accept him ; or (4) until fourteen days after the date on Which 
the practitioner Certifies the insured person as deing fit for 
work; or (¢) if the insured person is receiving certificates at Jes 
frequent intervals than one week Therefore is it not a fact 
that imsured persons over 65 or 70 vears of age, as the con 


work and receiving 


may be, who because they are receiving old age pensions 

are not entitled to benefits other than medical benefit and 
» and 


consequently are not in receipt of medical certificates, come 
within inasmuch no certificates at all are being 
given, which is certainly at less frequent intervals than one 
week ¢ 


(c) as 


In reply, the Ministry stated that it had advised the 
Panel Committee which had raised the question to the 
the effect that if an insured person of the age in question 
was incapable of work and recejving treatment from the 
practitioner, the latter could not, under the Allocation 
Scheme, have the insured person’s name removed from his 
list (in the absence of acceptance by another practitioner) 
until fourteen days after the date on which the Insurance 
Committee was notified that the person was fit to resume 
work. In effect, the Ministry’s ruling meant that an 
insured person of, say, 64 years of age, who was obviously 
ill, receiving treatment, and getting monthly certificates, 
could be removed from a doctor's list while incapacitated, 
but that if such a person was over 65 years and not 
receiving certificates he could not be removed. 

As representations are now made to the Insurance Acts 
Committee based on a decision of the Scottish Department 
of Health which appears to be contrary to the opinion of 
the Ministry of Health, the question now arises of sub- 
mitting that the Allocation Scheme should be amended 
so as to make it clear that a doctor can have a person 
removed from his list irrespective of age. 


LOCAL MEDICAL AND PANEL COMMITTEES 


Wallasey 


The following case reported from Wallasey presents several 
interesting features. Dr. X. was summoned _ before the 
Medical Service Subcommittee for an alleged failure to 
prescribe a drug required in the treatment of an insured 
person. The drug was adrenaline. A doctor in another 
area had ordered this for the patient, who suffered from 
a severe form of asthma, and the drug was self-adminis 
tered in of 1 c.cm. several times a day. The 
insured came under the care of Dr. X., who, alarmed a 
the dosage of adrenaline, refused to prescribe it and 
sent the patient to a consulting phys’cian, who took him 
into hospital. 

At the inquiry Dr. X. stated that the consultant it- 
formed him that the patient’s attacks of asthma were 
not controlled by adrenaline while he was in hospital, 
and that morphine had been necessary. He (the con- 
sultant) advised continuance of treatment with sodum 


doses 


iodide and ephedrine, which Dr. X. accordingly prescribed 
On 


the official form. As Dr. X. declined to allow the 
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letters from the consultant to be read by the lay members 


of the committee on the ground that they were con- 
fidential, the chairman ruled they could not be accepted 
as evidence, though medical members of the committee 
had seen them and had confirmed Dr. X.’s statement as 
to the contents. 

Unfortunately Dr. X., in reply to a letter from the 
Clerk to the Committee, had stated that he did not 
prescribe the drug because he was unaware that adrenaline 
could be prescribed on a national health insurance form. 
It was found, however, that he had not only ordered 
other proprietary articles, but had subsequently ordered 
adrenaline in this particular case, his explanation being 
that he did so ‘‘ to pacify the patient ’’ although he 
disapproved of the dosage. The investigation turned on 
the question whether or no Dr. X. had considered adrena- 
line requisite in the beginning, and by the votes of four 
medical members of the Committee to those of three 
lay members, it was dec'ded that he had not regarded 
the drug as essential, and the complaint failed. 


Salford 


A scheme of diphtheria immunization has been evolved 
at Salford, and practitioners within the area have been 
circularized by the secretary of the Local Medical and 
Panel Committee request’ng their co-operation with the 
jocal authority in this matter. A practitioner who wishes 
to undertake the service must satisfy the M.O.H. that 
he is experienced and competent to do so. To afford him 
the necessary experience the M.O.H. will arrange for 
him to attend at the local diphtheria immunization clinic 
or at a school where the children are being immunized 
by school medical officers. Under the scheme: (1) im- 
munization material is supplied free of charge to approved 
practitioners ; (2) the minimum charge, which must be 
made to the patient and not to the health department, 
for each injection and Schick test is fixed at 2s. 6d. (10s. 
for the complete service) ; (3) records of each patient 
immunized must be kept by the practitioner and sent to 
the M.O.H. on completion of immunization. In its 
circular letter the Panel Committee advises practitioners 
that no certificates purporting to be of successful immuni- 
zation should be issued under any pretext whatever. 


Warwickshire 


The Warwickshire Panel and Local Medical Comm‘ttee, 
in its report for the year 1934-5, regards the time as 
opportune to remind practitioners that the capitation 
settlement of 1924 remains unchallenged, and that in 1931 
the profession’s health insurance responsibiiities had so 
increased that the Insurance Acts Committee had decided 
to “investigate all relevant data as to the adequacy 
of the capitation fee.’ The committee reiterates its plea 
for accurate practice statistics, and says that if ‘‘ pressure 
is to be put on the State to do financial justice to our 
clams we must be in a position to prove them.’’ The 
report draws attention to certain conventions which have 
been agreed between the Insurance Acts Committee and 
approved societies, which should do much to avoid 
a high incidence of reference to the R.M.O. Especially 
important is the recommendation to practitioners to make 
more use of the space: ‘‘ You should come to see me 
again on day next,’’ particularly where the patient's 
incapacity is thought to be drawing to a close, and the 
clarification of the position with regard to the certification 
of a pregnant woman for sickness benefit. No case of 
laxity in certification or of undue frequency and cost of 
prescribing has come before the committee during the 
year, and neither the Insurance Committee nor the 
Ministry of Health has challenged decisions made as _ to 
services outside the scope of medical benefit. At present 


there are an insutlicient number of doctors in the county 
on the approved list of those making recommendations 
for admission of patients to the County Mental Hospital, 
and the Board of Control is prepared to give special con- 
sideration to applications for approval from practitioners 
ot five years’ stauding 


_ National Health Insurance 


SUPPLEMENT to tHe 
MEDICAL louanat 295 


Correspondence 


INSURANCE MEDICAL SERVICE 

Sir,—I was very pleased to see Dr. Crown's letter. Some 
of us would certainly like to know if the weekly notes on 
the insurance medical service represent the official views of 
the B.M.A., for, as Dr. Crown says, the general tone of them 
is to remind the doctors of their obligations, to follow out 
the regulations carefully, and to be, in general, good little 
boys. It would be a pleasant change if the notes for the 
next few weeks stated what steps the various county 
insurance committees were taking to see that the insured 
persons were also following out the regulations and carrying 
out their obligations; also if the writer of the notes 
would admonish the Insurance Committees, and _ tell 
them to be fair to the doctor and occasionally believe 
their statements and not necessarily always that of the 
insured person. The notes might point out that what makes 
many doctors dislike the ‘‘ panel ’’ so is that they feel they 
do not get a square deal, and that no attempt seems to be 
made to remove some of the unfair anomalies of the panel 
system. Let us hear a little of the other side of the question. 

I should like to quote the following case. Nearly twelve 
months ago a young woman was brought to see me by her 
fiancé, whom I knew, and whom I had previously attended. 
A small operation for an axillary abscess was advised, and 
the young woman said she would like to talk the matter over 
with her mother, and so the matter was left at that 
interview. On the evening of the same day the mother 
‘phoned me up and asked me about her daughter. I gave 
her my opinion, and then the mother informed me_ her 
daughter was an insured person but was not apparently on 
any doctor's list. As I then discovered that they lived about 
five miles from me, I told her I could not take her daughter 
on my list, as they were out of my area of practice, and 
advised her to see a doctor near her own home, as I knew 
there were several. However, the mother then asked me to 
attend the daughter as a private patient, which I did, and 
in due course an account was sent in. The next I heard of 
the matter was a letter from the clerk to the Insurance Com- 
mittee asking me for an explanation why I sent an account 
to an insured person. 1 stated the facts I have stated here, 
but, nevertheless, I heard again requesting me to withdraw 
the account. I refused, and three days ago I received another 
letter from him saying his subcommittee requested me_ to 
withdraw the account. I shall refuse again, and I suppose 
the matter will drag on another twelve months, and in the 
meantime I shall remain unpaid. To me, this seems most 
unfair dealing with the doctor. The patient was told to go 
to a doctor in her own area, and could easily have done so 
because she did not want to I am 
“square deal ’’ we 


if she wished ; but 
penalized. I repeat, if we got more of a 
should be better satisfied, for a dissatisfied medical service 
will never be a satisfactory one.—I am, etc., 


G. SMITH. 


Surbiton, Surrey, June 9th. 


Sir,—Dr. S. Crown's letter of June 8th certainly deserves 
careful consideration with a view to action, and it is a pity 
that your correspondent in the Supplement of June 15th fails 
to emulate Dr. Crown’s care and temperance, and uses it to 
launch a wholesale and quite unjustifiable attack on Medical 
Service Subcommittees in general and the medical members ot 
them in particular. 

The case of ‘‘ relief from emergency night calls 
nothing at all to de with the Medical Service Subcommittee, 
but is a matter for the Insurance Committee and the Ministry 
Insurance Acts Com- 


” 


has 


to decide between themselves. The 
mittee, however, is quite at liberty to express its opinion on 
the decision to the Ministry, and its opinion would be care 
fully considered. The other matter, the ‘care of an aged 
patient,’’ is of much more importance to us ail, and further 
action should be taken for the common good by the doctor 
concerned, by the London Panel Committee, and by the I.A.C, 
ii the Ministry confirms the recommendation of the subcom- 
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CURRENT NOTES 


B.M.A. Library 


For the purpose of necessary redecoration and repair 
the Library of the British Medical Association will pp 


closed for three weeks from Saturday, August 10th, 1935 


Ante-natal Examinations in Oxfordshire 


Up to the present time the Oxfordshire County Coung 


has relied upon the infant welfare centres, numbering 
twenty-one for the inte-natal supervision of pregnant 
women. These clinics cover one-half of the area of the 
county. In order that the whole county may be pro- 
vided with facilities for amte-natal supervision, a scheme 
has been formulated which provides for an examination, 


if desired, by th usual medical attendant of 
all non-insured expectant women who have not engaged q 
reside within a reasonable distance 


The will be put into 


patient's 


doc‘or and who do not 
of an ante-natal centre 
operation immediately. 


scheme 


Phe examinations may take place at the home of the 
patient or at the doctor's surgery ind are to be made 
early in pregnancy and at the seventh or eighth month. 
The arrangements will be made by the midwife, after 


Health 
pr Sf ribed 


The midwife 
forms and the doctor 
rt. Payment will 
for cach examination, plus 
of 2s. 6d. will be paid for 
ante-natal examination of an 


authority trom thé Department 


will be provided with 
with | 

be 
travelling 


ol 


books of duplicate torms 
made at the ot 
expenses A fee 
the report of an 


insured woman 


of rep 


rate Ss. 
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Road Traffic Act, 1934, and Emergency Treatment 
The British Medical Association has prepared a model 


claim form for payment for emergency treatment under 
Sections 16 and 17 of this Act, copics of which can be 
obtained by members of the Association tree of cost from 
the Medical Secretary The attention of practitioners 
submitting claims under these sections is drawn. to th 


proper method ot submitting a request for payment. It 
mav be served by delivering it to the person who ts using 
the vebicle or by sending it by prepaid registered letter 
addressed to him at the usual or last-known address. It 
is understood that some members of the profession have 
failed to receive payment for emergency treatment ren- 
dered to persons involved in motor accidents by reason 
of the fact that they have not submitted their claims in 
writing by prepaid registered letters. 


Meetings of Branches and Divisions 


DERBY 131 CH Buxron Divi yN 
Phe annual neral ecting of Buxton [is was held 
Buxton on May 7t Lt the follo 1g officers were elected 
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= Cc H. CORBET! 1) A case ot prostatectomy by closed 
Mr. ©: the results of which were extremely satisfactory 
7g oe who had been subjected to splenectomy thirty 
a ously. 3) In collaboration with Dr. D. C. Muir 


previ 
years xhibiting symptoms and signs of adrenalism as the 


patient 
25 sea of a fibroid tumour of the uterus. 


Mr. J. N. YOUNG 1) A child who had developed the habit 
sie ting her hair, and from whose stomach he had success 
. moved a hair-ball (2) A case of gummatous supra- 
fully eriostitis. (3 \ patient whose ureter had been 
transplanted into the rectum, with radiological 


demonstration that the method adopted did not give rise to 


hydronephrosis. 


orbital 
successfully 


“Dr. Murr: (1) A case of tetany due to extirpation of the 
parathyroid glands In comple te removal of toxic goltre, 
indicating that while my xocdematous symptoms were con 
trollable indefinitely with thyroid, parathyroid by the mouth 
became ineffectual in time ; Dr Muir suggested that one para 
thyroid gland removed from some other patient in the course 
of partial thyroidectomy should be engrafted in the neck. 
(9) A case of perone i} muscular atrophy, with marked involve- 
A of the lower extremities and some manifestations 1n 
the upper limbs. (33) \ patient from whom a thyroid adenoma 
had been removed, who subsequently deve loped soft swellings 
in the skull and sternum which responded to treatment by 
radium, the microscopical slide of the thyroid growth having 
indicated its malignant nature , the bony condition had been 
under treatment tor four and a half years, but the invasion 
of the sternum was not respon ling now so well to irradiation. 
(4) A case of Schiler-Christian syndrome = in which the 
xanthomatous plaques in the skull were well shown in the 


ment 


x-Tay plates. 
Dr. L. Lavine: (1) A case of amyotrophic lateral sclerosis, 


(2) A patient with Graves’s disease in whom the exophthalmos 
was asymmetrical, (3) Two cases of enlarged lymphatic glands 
which, although the pathological report upon sections sug- 
gested a neoplastic condition, he would diagnose as chromic 
Jymphatic leukaemia and Hodgkin's disease with continued 
fever respec tively 

By the courtesy of the House Committee and the matron the 
members were entertained to tea, after which a lively diseus 
sion took place upon the cases seen. The members then visited 
the pathologi il department, where specimens were exhibited 
by Mr. Younc, Dr. W. W. Apamson, and Major N. T. 
WHITEHEAD. 


EDINBURGH BRANCH: SOUTH-EASTERN COUNTIES DIVISION 


The annual meeting of the South-Eastern Counties Division 


was held at Newtown St. Boswell’s on May 15th, when Dr. 
L. G. CAMPBELI is in the chair and the following officers 
were elected for 1935 6 

Chaws Dr. 7. Mem in Wepre Representa 
tive Bod Dr. A \ W Deputy K n Repre 
sentative Bod Dor J He. Marshall 

Dr. McWhat the retiring secretary, who had held the office 
for twelve year to continue temporarily until 
October. The thang of the meeting were conveyed to Dt 
John S. Muir » had acted as representative of the Division 
in the Represent Body tor twelve years 

The annual report and = tinancial statement was submitted 
and approved ni the Annual Keport of Council was con 
sidered 

On the mot Dr. N. P. FAIRFAX it \ reed to try 
Galashiels a t 

| x BRANCH Mip-Essex Diviston 
A general ns thie ex Division was held at 
Felsted S« 111! hen the members, in) two 
groups, were round the torium b Dr: t&. © 
Barber an I) \\ Wall BARBER read a 
paper on Medical Care in Public Schoo!s.”” 
Question t ‘ is accorded D1 
Barber for « motion of Dr. H. G. 1 
Haynes Ih er ere then entertained to tea | thre 
head n 
PBrancu: Barner Division 

A meeting of the Barnet Division was held at Barnet Cottage 
Hospital on Mav 7t vhen Dr. S. VarcHer was in the chair. 

Dr. W. G. Harnett elected representative in the Repre- 
sentative Bod: nd Dr. Vatcher deputy representative The 
Annual Report of Council considered and. the representa 


tives instruc ted 
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It was agreed to substitute for the excursion mentioned in 
the programme of the annual meeting in June a social dinner, 
when Dr. Harnett’s brother, Lieut.-Colonel Harnett, would 
give an adavess on his travels in Tibet. 


LANCASHIRE AND CHESHIRE BRANCH: BLACKBURN DIVISION 
The annual general meeting of the Blackburn Division was 
held at Blackburn on May 15th, when the following officers 
were elected for the forthcoming year: 

Chairman, Dr. W. E. Barker. Vice-Chairman, Dr. A, H. Gregson. 
Honovary Secretary, Dr. D. O'Driscoll. Representative in Repre- 
sentalive Body, Dr. J. Robertson 

Fhe Annual Report of Council was considered and approved. 
The resolution concerning the scale of salaries for whole-time 
public health medical officers was unanimously adopted. 

It was agreed to arrange for a B.M.A, Lecture in October 
on the subject of children’s diseases. 


METROPOLITAN COUNTIES BRANCH: SOUTH-WEST Essex 
DIVISION 


A meeting of the South-West Essex Division was held at 
Woodford Jubilee Hospital on May 7th, when Dr. A. RoGErs 
was in the chair. 

The meeting approved a motion for submission to the 
Annual Representative Meeting. The text of the motion 
appeared in the Supplement of May 18th (p. 218). 

Dr. C. H. Panting was elected representative in the Repre- 
sentative Body, and Dr. P. Boylan deputy representative. 
The representative was instructed to support the motions in 
the Annual Report of Council. 

Mr. O. V. Liroyp-Davies gave a lecture on Some Common 
Ano-rectal Conditions,’’ in which he described the technique of 
examination and the treatment of piles, fissures, and pruritus 
ani. The lecture was illustrated with diagrams. On _ the 
motion of the CHAIRMAN, seconded by Dr. H. P. WaRNER, a 
vote of thanks was accorded Mr. Lloyd-Davies for his address. 


SuSSEX BRANCH: West SUSSEX DIVISION 


The annual general meeting of the West Sussex Division was 
held at Horsham on May 8th, when Dr. E. C. Braprorp was 
in the chair, and the tollowing officers were elected for the 
ensuing year: 

Chairman, Dr. Bradford Vice-Chairmen, Drs. D. D. Mackintosh 
and W B. Hevwood-Waddington Secretaries, Dr. F. Heckford 
and Mr. D. A. Langhorne Representatives in Representative Body, 
\lexander and Heeckford Deputy Representatives in Repre- 

ntative Body, Dr. Langhorne and Mr. H. H. Brown 

Dr. Leonarp WILLIAMS then delivered an interesting address 
on ‘‘ The Sickness that Destroyeth in the Noonday.’’ The 
address was followed by a dinner. 


Naval and Military Appointments 


ROYAL NAVAL MEDICAL SERVICE 


Surgeon Commander IF, ¢ Wright to the PP dent, for further 

<, June 12th, and to the Drake, for Royal Naval Hospital, 
Plymouth, July Ist 

Surgeon Lieutenant C. N, H. Joynt to the President, for course. 
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Resutr or COMPETITIONS, 1984-5 son 0 
for some years past the British Medical Association has 
offered prizes for bricf clinical papers by senior students 
ALY nd newly qualified practitioners (namely, Within one year 
of passing the final examination Phe subject for 1934-5 Annus 
Pp. j.s was Describe two cases, from your own personal obser. the 
\ vations, illustrating th etfects on. the heart, immediat: tie 
id remote, of acute rheumatic infection,’’ For the etc. 
; ere mpetitions the medical schools wer rouped as follows: DER 
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a JuNE Association Intelligence and Diary British MEDICAL JOURNAL 
AND DIVISION MEETINGS TO BE HELD art j 
BRANCH ritish sHedical Association 
BATH, AND SOMERSET At Taunton, OFFI ES, BRITISH MEDI A" ASSOCIATION HOUSE 
Friday, June 98th. Branch meeting TAVISTOCK SQUARE, W.C.1 
“GHAM BRANCH: NUNEATON AND TAMWORTH DIVISION. 
+ Red Lion Hotel, Atherstone lues lay June 25th, 8.15 . ; 
. ] meeting. Election of officers, et Considera SUBSCRIPTIONS AND ADVERTISEMENTS (Financial Secretary and 
] m Annua Business Mlanavget lelegrams Articulate Westcent, London). 
tion Ol Annual Report of Counc, MEbICcAL DECRETARY (lLelegram Medisecra Westcent, London). 
Epiror, Britisn MepicaL JOURNAL (Lelegrams: Aitioclogy Wesicent, 
has BIRMINGHAM BRANCH WARWICK AND LEAMINGTON, AND eer 
ents RucBY DIvistons At Manor House Hotel, Avenue Road, Tele numbes British M al Association and British 
vear Leamington Spa, Monday July Ist, 3 p.m. Consideration of Me i fournal, I ton 2111 (internal exchange, five lines). 
iy: nnual Report of Council and instruction of representative for ; =“ 
the joint constituency Followed by the annual meeting of SCOTTISH MEepicaL SECRETARY 7, Drumsheugh 
the Warwick and Leamington Division Election of officers, isl lelegrat \ssociate edinburgh 2436 
late Edin 
the etc. IkisH SecRETARY: 18, Street, Dublin. (Tele- 
rams yubli ] 62550 Dublin.) 
WS: DERBYSHIRE [RANCH At  Rockside Hydro, Matlock, lin, Te 950 Dublin.) 
Pe Wednesday, July 3rd \nnual general meeting Competition Diary of Central Meetings 
for Derbyshire Golt Cup jose 
din Science Committee, 2 p.m, 
_ EDINBURGH BRANCH, \nnual mee g at Dryburgh, 27 Thurs, Physical Education Committee, Education Subcommittee, 
: Wednesday, June 26 Programme 12.40 p.m Lunch at 2 pn 
Dryburgh Abbey Hotel 1.15 p.m Golf competition for 
an Tues Maternal Mortality, ¢ Subcommittee, 2 p.m. 
Guthrie Trophy on St. Boswell's course, visits to Dryburgh Wed. A.R.M. Agenda Committee, 11 a.m 
Abbey, Bemersyce nd the Earl Haig Museum, and _ fishing Nutrition Committee, 2 p.m 
In putt ng and tennis 4.30 p.m Tea t hotel 5 p.m Committee re Relation of Alcohol to Road Accidents, 3.30 
0 busi ng, cecuon Ol | 8 Mon Physical Education Committee, Training of Teachers Sub- 
| committee, <2 p.m 
HERTFORDSHIRE BRANCH BARNET Diviston At Old Fold O Wed Physical Education Committee, 2 p.m, 
Club H. ley (sre Tue day Jur 2511 Annual 
1 meeting, followed by dinner at 8 p.m Lantern lecture by 
Liew —~ nel W. L. Harnett, C.1.1 \ Journey in | DIARY OF SOCIETIES AND LECTURES 
‘ Centra bet | 
of 
LANCASHIRE AND CHESHIRE BRANCH SALFORD DIvIs1on.— Rovar LEGE ‘NS INBURGH, 9, Queen Street, 
of Sunday, June 231 Motor coach excursion to Alton Towers Iedint i Wor Wed., and ky 5 p.m., Morison Lectures by 
for leaving Ladywell Sanatorium, Eccles Ne Road, Salford, at Ihe Leaching of the Neuroses to Medical 
1.45 p.m Studen 
or 
LANCASHIRE AND CHESHIRE BRANCH SOUTHPORT D1viIsION Royal Society OF MEDICINE 
ical —At 52, Hoghton Street, Southport, Friday, June 28th, 8.30 Sectior Patl Lue 8.30 p.m Summer Meeting at 
p.n Consideration of Suppleme tary Report of Council. Wellcome Museum of Medical Science, 188, Euston Road, N.W. 
i] : Members will be cor ted round the Museum by Dr. S. H. 
METROPOLITAN COUNTIES BRANCH City Diviston \t Daukes 
ool Metropolitan Hosy Kingsland KR ta Puesday july | S Disease ( Sat., Provincial Meeting in Cardiff 
Ind, 9.30 Lucey Pathological specimens | by tation of Dr, A. G, Watkins. Visits will be made to 
clinica i Wedne July 3 9 30 p.m annual | Lian bie tal, ( iff Royal Jniirmary and Lord 
general meeting flicer | t I 1 He ital IX! tis 
| UTE OF M CAL PSYCHOLOGY Malet Place, W.« Wed., 
ca METROPOLITAN COUNTII BRANCH HLA \ DIVISION | 7 Dr. H. Cricl Mille 4.30 p.n Dr. Cedric Shaw, 
At Hampstead General H y, July ry of sical Adaptation 
cal 8.30 p.m Discu ( Supplementar Report of Council Lon Jewrtsu Hosprrac Mepicat Sociery At Woburn House, 
an structi ( { \ \nnual Representative | Upper Woburn 1 W i 6.30 pa Annual General 
Meeting Me 7.30 D:1 Dinner 8.29 Cour or Dan Frankel: 
of Future of the M 
ol METROPOLTIAN ¢ ich: Winn Division M 11, Street, W Thuvs., 8.15 p.m., 
A Wednesday Tune \ it ] ratorie Ni Parke 1 Gene \leet Lowe ont Paper by Mr. 
Davis and ( ] live 1 De Dr. G Questions of Drunkenness 
ne 
NORFOL} BRAN \ Nol At Duke's Sr Hos MATOI \ SOCIETY At Roval Society 
Head H ] J 1 p.m ‘ J 5.30 | 1 Whit ration by Lord 
In Annual gene Hote Wee 8 p.m., Annual 
NorTH oF | | \t epeth ¢ le Golf 
( Thur 11 \nnu } POST-GRADUATE COURSES AND LECTURES 
] \! N Posr-Grapvuate MrpicaL ASSOCIATION, 
Sout } Supper Totten! \ \ ( i e. Surge nd the 
1 1O 7 Add ) Hleay West 
| | ( | j Street \\ \ n ¢ I ole lane 
} / ral t na 
( RAN At Station er ( cl rranged | 
Hor | . | 1? one innual e | ‘ t ociates, with the 
meeting 12.45 golf « the pt 
il Inverness ( CentrraL Le TH N Far Hosprra Gray's Inn 
W V 1.30 ] ( rse in 
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Dr ( | ( HH Cy Gre ( Qt W Theo 
\u \t Hotel Pat WW. P Nephritis from 
t! I \ ( t Cli rm 10 
f to 12. noor \\ \ to 3.30 
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